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The Preparation of the Patient for Surgery’ 


Francis M. O’Gorman, M.D., Attending Surgeon, Buffalo Hospital, Sisters of Charity; 
Consulting Surgeon, Deaconess Hospital 


‘Ta preparation of the patient for surgery begins sauerkraut and weiners, or some such wholesome diet; 
at the hospital door. Whether a walking, a wheel-chair his clothes are removed, iodine or mercurochrome is 
or a stretcher patient, he should first be escorted to his poured into the wound, the limb is straightened out, 
bed or room after registering. When the patient is aseptic dressings are applied and antitetanic serum 
comfortably in bed, his entrance report should then be given. Recall how well these patients do, comparatively. 
made out and the complete history should be taken by Usually no serious afterclap from anesthetic or from 
the intern. I feel that obtaining these entrance reports the fracture occurs. Scrubbing and cleaning that type 
in the hall or the office of the hospital with perhaps of injury, to my mind, stimulates embolli, both of fat 
many individuals standing about with ears and eyes and of bacteria, which in many cases prove fatal, either 
open, satisfying their curiosity at the expense of the in the lungs or heart or brain. Of course, ordinary dirt, 
afflicted. is a procedure which should be done away with. clothing, etc., should be removed, but any roughness 
It is unnecessary to say that, for every surgical patient, such as scrubbing, probing around, or radical work on 
at the time the history is written, a Wassermann test the bone or tissues is against the best interests of the 
and a Kahn test of the blood be taken as well as a_ patient. 
urinalysis, preferably a catheterized sample and a com- At first thought of this subject, we visualize the 
plete blood count, red and differential, be made as a routine procedure of catharsis the night before and the 
routine practice. cleansing of the field of proposed operation in the morn- 

Not much that is worth saying about this subject jing, the enema, the hypodermic injection of morphine 
has been left unsaid. Still I wish to present to you within the hour previous to the proposed time of opera- 
some of my own ideas regarding preparation, which are tion. Would it not be well at the same time to include 
just as necessary, if not more so, than the established jn these fairly standard and routine orders, a plentiful 
procedure of antisepsis and asepsis, with which every supply of good, pure water up until two hours previous 
graduate in medicine should be familiar. to the operation ? 

I recall very well as far back as thirty years ago, Many of you will recall quite vividly the radical 
when asepsis was fairly new, of seeing the extreme pre-  jeasures used in days gone by, in preparing the patient 
cautions taken, of scrubbing the abdomen or the affected for surgical procedure. Recall, if you will, how they 
part with soap and water, then shaving with a razor, were scoured and purged and sweated and tortured in 
and in some instances scraping off the epidermis, leaving order to be in the proper condition for the proposed 
a bleeding area behind. This we all know now to be _ jeneficial operation. To my mind, the severity of those 
unnecessary, we know besides that much of that pro- procedures was harmful and inhuman, especially in 
cedure invited infection, and caused the afflicted unnec- the light of our present-day knowledge ; and to me, one 
essary distress and pain. More humanity in recent very good reason why any patients survived was be- 
years, as well as more common sense, in this matter of cayse they had a resistance and a constitution that 
sterilization of the skin, seems to be the order of the repelled the attack of a well-meaning profession. When 
day. you think of the weakness and dehydration caused by 

Recall for a moment how well your emergency such a procedure and how their resistance must have 
cases do; picture the amount of dirt there is from been lowered thereby, I can conclude only that an All- 
clothes, dirt from the skin of a person receiving a com- Wise and All-Merciful Providence aided them in get- 
pound fracture of the leg, for instance. On arriving ting well in spite of the well-meant procedures. 


at the hospital, without any general preparation, such Emergency Cases 
as cathartics and what not, he receives a_ general It is obvious that our first object is to save life 


anesthetic perhaps within an hour of a fine meal of and that time is a chief factor; therefore, in an emer- 


‘Read at the meeting of the Buffalo Conference of the Catholic S°2CY We may not be able to prepare the patient accord- 
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However, even in emergency cases, there are certain 
precautions which it is essential we should observe. It 
would not avail us much to save our patient for a few 
days and then have him die from sepsis or a pneumonia 
or embolism which might have been prevented had we 
taken precautions against these conditions. In all cases 
of abrasion of the skin, antitetanic serum, at least 1,590 
units, should be given, and ordinary cleanliness and 
gentleness exercised at all times. A general anesthetic, 
preferably gas oxygen with ether, is the anesthetic of 
choice. Mercurochrome two per cent in acetone and 
alcohol, we have been using in preference to iodine. It 
does not irritate and its germicidal action is said to be 
greater than that of iodine. 
Cases Where Time is Not a Factor 

In cases where rapid action is not a necessity, every 
means at our disposal in a scientific way should be em- 
ployed, in order to place the patient in the best possible 
physical and mental condition for the operation. This 
means, of course, an accurate diagnosis of the particular 
trouble. 

It is not sufficient to rely solely on the X-ray and 
urinalysis in a given case, for instance, of definite stone 
in the kidney. Ureteral catheterization with the func- 
tional test of both kidneys should be done in all cases 
before operation. It is surprising to see how often our 
position, or our plan of attack, or our operation, or our 
procedure is changed as a result of this particular 
measure. 

Recently a patient presented himself for operation 
for stones in his right kidney, with all the symptoms 
X-ray definitely 
A kidney- 


and signs that go with that malady. 
showed stones in the pelvis of the kidney. 
function test was made and it was found that there was 
little or no function from the left kidney, while the 
right, the supposedly affected kidney, had a fair per- 
centage of function. After a second attempt on the left 
kidney, a catheter was passed into the pelvis Where some 
urine, blood, and pus were obtained, and an X-ray 
showed stones in the pelvis of left kidney also. It is 
needless to say that the right kidney was not operated 
on but the left kidney was, in the pelvis of which three 
very irregular stones were found, one entirely plugging 
the ureter, causing a partial hydro-nephrosis. The 
stones were removed and the pelvis closed and a drain 
inserted down to the kidney. The patient made a splen- 
did recovery and left the hospital in twelve days. In a 
few weeks another kidney-function test will be made to 
determine the condition of the left kidney in order to 
determine if that kidney can carry on sufficiently in 
case the right kidney is so badly damaged that removal 
may be a necessity. The point I wish to make in citing 
this case is that of preparation for individuals. Had 
not the patient been put through the ordeal of catheteri- 
zation, it is needless to say that his result would have 
been very doubtful if operation had been performed on 
the right kidney. 

In a similar instance, a patient had a vague con- 
dition in the upper right abdomen involving the lower 
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The X-ray being somewhat 
doubtful of the exact trouble, the supposition was gall- 
bladder disease. I was called to see the patient with the 
idea of operating, perhaps draining the gall bladder. At 
the time, her blood urea showed from 17.5 to 19.6, blood 


part of the right chest. 


sugar 25., and icterus index 10. The urine contained 
albumin, blood, sugar, and casts; her blood pressure 
was 112.74. I refused to operate, feeling that the 
patient needed intensive medical treatment in order to 
prepare her for a surgical ordeal which seemed neces- 
sary, but which I felt she would not survive on account 
of her severe toxaemia. Treatment was instituted, with 
a quick response as far as blood sugar and urea-nitrogen 
were concerned. Her kidney also improved. However, 
five days after I first saw her, she developed a thrombosis 
of the left leg which soon became gangrenous. Ampu- 
tation of the middle third of the thigh was performed 
and the patient made an excellent recovery, leaving the 
hospital with blood sugar normal and kidney function 
very good. Whatever was the trouble in the upper abdo- 
men had subsided and it is needless to say that no 
operation was performed in that locality. 


Our duty to the patient is not fulfilled until we 
have exhausted every means at our disposal to arrive at 
a proper diagnosis of the patient’s illness. If every 
patient presenting chronic, periodical pain in the right 
lower quadrant of the abdomen, had a ureteral catheteri- 
zation done with a renal-function test made, it would 
not be said that one of the signs of nephroptosis, nephro- 
lithiasis or pyonephrosis is that the patient has a scar, 
having been operated on for appendicitis. This con- 
dition causes the surgeon much chagrin and could be 
avoided if a proper diagnosis had been made in the 
preparation of the patient for surgical help. 
never lose sight of the fact that the patient’s illness is 


We must 


of extreme importance to him, and that we must bend 
every effort to relieve him of his anxiety and his mor- 
bidity, that we must employ all the means, including 
surroundings, equipment, nursing attention, and every 
protection for him to make the result of our treatment 
a success. 1 admit that we must have some assistance 
as far as nursing attention is concerned and that we 
must have system in our institutions, but I do not be- 
lieve the sick should be made to conform to the many 
unnecessary rules in our institutions; on the contrary, 
I believe that the routine and system in the institution 
should be bent to conform to the needs of the afflicted. 

Let us adopt the policy of that sterling gentleman 
and eminent surgeon, Sir Berkely Moynihan of the Uni- 
versity of Leeds, England, whose guest I had the priv- 
ilege and pleasure of being two years ago, whose motto 
is: “The patient is the most important person in the 
hospital and in the clinic.” 

And when we have conscientiously, studiously, 
scientifically, and judiciously arrived at the diagnosis of 
the ailment, let us adopt the motto of Dr. John B. 
Deaver of Philadelphia, who says, “Cut well, sew well, 
get well.” 














Nw that ali the various departments of hospital 
work are being so carefully scrutinized and that con- 
structive criticism is in the air it seems timely to direct 
special attention to the annual retreat which has be- 
come an established institution and a very precious one 
in the schools of nursing. Indeed, in a sense, the 
annual retreat is the most important single exercise of 
the year because it is intended to develop and foster 
that inward spirit of religion and dutifulness which is 
of supreme importance in nursing. Yet, retreats in 
schools of nursing and retreats for nurses in general 
given in our hospitals leave very much to be desired 
from the standpoint of efficiency. The very meaning 
of a retreat is to go apart, to step aside from the dis- 
tractions and preoccupations of everyday life and to 
take a dose of quiet reflections and prayer, salutary for 
the soul. Hence, the more those who are making the 
retreat can go apart from ordinary distractions, the 
more successful the retreat is likely to be. 

The Ideal Retreat 

The ideal, therefore, would be to free the nurses, 
whether the pupil nurses or graduates, from all other 
duties and occupations during the retreat and to give 
them at least these three days to themselves for spiritual 
exercises. Anything which takes their thoughts away 
from the subject of the retreat or their energies from 
its activities ought to be avoided as far as possible, as it 
detracts by so much from the efficacy of the retreat. 
Now, in point of fact, the practice in too many hospitals 
is to keep student nurses at work during the time of 
the retreat, to use their services on the floors. and to 
give them only enough time to go to instructions and to 
make perhaps some little effort at devotion. 

The retreatants are thus trying to carry a double 
burden, the burden of much of their everyday work 
and the burden of-making the spiritual exercises. Such 
retreats are only half retreats and, though necessity 
knows no law, and the need of carrying on the work 
of the hospital is often a good excuse for not giving the 
nurses all their time during a retreat, still in propor- 
tion as the hospitals succeed in setting the nurses free 
for these holy exercises in that proportion the exercises 
will be more effective. 

Some Practical Methods 

Some superiors of hospitals and superintendents of 
nurses have suggested solving the problem by dividing 
the nurses into several groups and by having each group 
make a retreat during the year, setting them entirely 
free during the three days of the retreat. Another sug- 
gestion is to have the nurses go in groups to some house 
of retreats (where one is available) or to another in- 


stitution where they can conveniently be accommodated, 
and there go through the spiritual exercises. This 
might be managed at seasons when the work in the 
hospital is not so exacting, when there are few patients 
in the hospital, and it thus offers a practical solution of 
the problem. 





Retreats in the Hospital 


Edward F. Garesché, S.J. 





Both of these methods present difficulties, of 
course, but the difficulties are not greater than those 
surmounted almost every day by hospitals when face 
to face with other problems. If the importance of the 
retreat is quite fully realized, and if the relative use- 
fulness of making sacrifices to secure a good retreat is 
understood, we shall see a’ vast improvement in the 
nurses’ spiritual exercises. There is no question that 
the spiritual ought to be put above the material and that 
such an important exercise as the retreat ought to be 
considered a fit occasion for making real sacrifices in 
order to secure the spiritual benefits it brings. 

Another Solution 

Even where it is not possible to adopt the group 
method, or to have retreats in retreat houses, one would 
think that superiors and superintendents of nurses 
could do a great deal more than is sometimes done to 
set the retreatants free. It would be well worth while 
to bring in a special staff of graduate nurses for those 
three days who would relieve the student nurses and the 
other retreatants. The cost of this extra help would be 
far more than repaid in spiritual benefits. Any one 
can see that when the student nurses have to go right 
from the conferences back into the wards and rooms 
and to be subject to the distractions and wearinesses of 
their usual work, the effect of the conferences is 
diminished by just so much. Then they come back to 
the conferences all tired out and distracted because they 
had to do their ordinary work of nursing when they 
should have been able to spend the time in quiet thought 
and prayer. During the retreat they are expected to do 
two tasks, either of which demands their full powers. 
The energy of human nature is limited and those who 
are doing hard work cannot devote the same effort and 
interest to reflection and prayer as though they were 
quite relieved from other occupations. 

The Golden Rule 

Again, the golden rule, which is such a safe and 
practical guide in all our dealings with others, will 
strongly encourage those in charge of hospitals to give 
the nurses as much leisure and help as possible during 
their retreat. Religious rightly consider their annual 
retreat a time of supreme importance in their lives and 
they would consider it a great hardship if, during the 
few days, seven or eight days out of the year, they were 
obliged to work on the floors or to carry on in great 
part their ordinary daily toil. They feel, and rightly 
so, that they should be entirely free from other occupa- 
tions during that holy time. 

Now, the student nurse has, in a sense, still more 
need of a retreat than the religious. She leads a much 
more distracted and exposed life and lacks many of the 
helps of good example, good reading, and community 
discipline which are such aids to religious perfection. 
For that reason we ought all to feel very desirous of 
doing everything we can to obtain for the student nurse 
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and the graduate nurse the best possible opportunity 
to make a very fervent retreat. 

Those young people who are approaching the period 
when they must make a decision as to their state of life 
are in special need of this help to a good retreat. Divine 
grace comes more abundantly, and light enters the soul 
more plentifully when one is free from distractions and 
from weariness. When young people are considering 
their vocations during the time of a retreat, or 
deavoring to make a resolve of general self-sacrifice, 
they can do so much more easily when they are free 


en- 


from everyday duties. 
Abundance of Good Books 

Another important element in the success of a 
retreat is the providing of an abundance of good books, 
and this ought to be an additional reason for those in 
charge of the hospital to provide a truly excellent library, 
especially of Catholic books. Sometimes, when the 
retreatmaster comes and is asked what reading the 
nurses will have during retreat, he finds such a poor 
assortment of books, such antique and uninteresting 
volumes, so ill suited to the nurses’ needs, that he is 
puzzled how to supply the right sort of reading for 
them, even for the few days of the retreat. 

One finds endless procrastination in this matter of 
the generous supply of suitable books for nurses. “To- 
morrow and tomorrow and tomorrow” there will be an 
abundance of good books supplied. But this tomorrow 
never comes. When the retreat is approaching, those 
responsible for the nurses’ library ought to make proper 
preparations for the retreat by going over the nurses’ 
library, very critically noticing what still should be sup- 
plied in the way of good reading, and then buying 
enough new and attractive books to bring the library 
up to full standard. 

The very presence of these books will be a definite 
aid and encouragement to the nurses to make a good 
retreat. The retreatmaster will undoubtedly say some- 
thing about good reading, and if the nurses see before 
them an attractive array of new books they may begin 
to form the habit of spiritual reading, which will be a 
great source of strength and virtue for them in after 
But if they find that the books offered them are 
uninteresting and of ancient vintage, they may feel 


years. 


little inclination to carry into practice the exhortations 
of the retreatmaster to acquire the habit of good reading. 
The Retreatmaster 

Yet another important matter in arranging for a 
retreat is to secure the services of someone who is in- 
terested in the spiritual welfare of nurses, one who un- 
derstands their lifework and has a high idea of what 
they can do and be in their profession, so that he can 
advise and encourage, guide and warn them effectively. 
The life of the nurse is in many respects an unusual 
career, both in its opportunities and its trials, and a 
retreatmaster who is not rather well informed, so as to 
judge rightly, may easily fall into one of two extremes: 
Zither he may scold and criticise unduly, women who 
have devoted themselves to one of the noblest of good 
works, and who are endeavoring, with self-sacrifice and 


courage, to live up to their self-consecration, or he may 
indulge in excessive praise, and thus defeat the purpose 
of the retreat to cleanse and purify the spirit, and to 
bring about personal humility and self-criticism. Or 
again, the retreatmaster if entirely uninformed about 
nurses and their work may confine himself to vague 
generalities and thus not give any real directions and 
instructions for the life of the nurse. Finally it is a 
mistake to look on the retreat merely as an occasion for 
ethical instruction, and to treat questions of medical 
ethics instead of speaking to the souls of the nurses. 

It is rather difficult at times, of course, to get just 
the sort of retreatmaster one wishes, just as it is difficult 
to secure the right sort of religious instructors for 
ut here again the reflec- 
tion comes that if the superiors of the hospitals would 


pupils and graduate nurses. 


make more effort to conciliate the interest of priests 
and would show more appreciation of their efforts, they 
would find it much easier to get the right sort of help. 
Of course, an offering is always made for the retreat 
itself. 
priests at other times, to give conferences and lectures. 


But we now speak of enlisting the interest of 


so that more priests may be in touch with hospital work. 
Too many hospitals look on themselves as charitable in- 
stitutions, in the technical sense, and think that every 
one who does them any service ought to offer it 
gratuitously. This is all very well in some cases, where 
the lecturers or conference-givers are very willing to 
contribute their services gratis; but every individual 
must be supported from some source and those who come 
to give lectures ought usually to be reimbursed for their 
time. 
the sense that they are dependent upon charity. On the 


Our hospitals are not charitable organizations in 


contrary, many of them show a substantial balance to 
the good on their books each year. They spend im- 
mense sums on supplies and equipment which are rela- 
tively not nearly so important as the spiritual and 
mental benefits of good conferences and good retreats. 
With tact, foresight, and liberality any hospital can 
arrange for the best available service for the spiritual 
benefits of the nurses. How important it is to attend 
to these spiritual aspects of hospital work, God alone 
can say. He alone searches the secrets of hearts and 
sees the hidden fruits of the Spirit. 

But even we, shortsighted though we may be, can 
understand something of the importance of a good 
retreat. Decisions are made, faults are corrected, ideals 
developed, and inspiration received in a retreat as in no 
other exercise of all the year. Insure a ‘good retreat 
and you are greatly helping to stimulate the spiritual 
life, and to the 
body. These this spirit 
bring benedictions on the many thousands of patients 


cultivate ideals in whole nursing 


ideals and will in turn 
who will fall beneath the ministry of these nurses, and 
Thus, the 


benefits of one good retreat given to nurses under the 


these patients will influence other souls. 


most favorable conditions possible, will go far and wide 
throughout the world, and continue down the ages. No 
one can calculate how far its good will reach, or how 
long its benefits will endure. 
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The New Outpatient Department 


Changing Position of the Outpatient Department in the Scheme of 
Hospital and Medical-School Development’ 
Hugh Cabot, M.D., Medical Schocl, Univeristy of Michigan, Ann Arbor, Mich. 


I N order justly to estimate the present position of the 
outpatient department or dispensary in its relation to 
the hospital and medical education, one should have 
some basis of comparison and should be in a position 
to see what the development has been over a reasonable 
period. It will, therefore, be useful to recall what was 
the condition of these departments of the hospital or 
often separate establishments, at about the beginning 
of the century. 

In connection with the charity hospitals in the 
great centers of population, these departments had 
grown up with the rest of the hospital and were, in 
many cases, perhaps most, outgrown and badly housed. 
Their quarters were overcrowded, did not allow of care- 
ful and thorough study and were commonly suited to 
only cursory examinations. Their staffs were frequently 
insufficient, often consisting of older men who held 
honorary titles and frequently gave but little of their 
time, assisted by a small group of younger practitioners 
who were frequently struggling to make their way in 
practice and consequently were anxious to get the work 
over with, in the shortest time which would square with 
their conscience. In the hospitals, their staff was sup- 
plemented by members of the house staif. usually of 
junior grade, whose knowledge was doubtfully sufficient 
to be of great service to the patient and who were too 
busy to make searching examinations even if their 
knowledge were sufficient. ‘The result was a cursory, 
hurried examination, snap judgment which often 
amounted to guesswork even though occasionally defied. 

In those departments of the organization which 
properly could be called “medical,” there was a large 
tendency to treatment by prescription on printed forms 
which might or might not be suited to the situation. 
In the departments where the requirements were more 
largely mechanical, that is to say, surfery and the surgi- 
cal specialties, the situation was perhaps somewhat bet- 
ter in that the mechanical requirements were more 
obvious and guesswork less serious. It was at best a 
pretty hit-or-miss business and it followed the prevail- 
ing tendency of the day which included a much larger 
amount of drug therapy than would be regarded as 
satisfactory at the present time. Much that has made 
these divisions of first-class importance was lacking. 
Social service was unknown. Much of the treatment 
missed the patient entirely because through ignorance 
or failure to understand the jargon of the trade, he 
failed to get any idea of what it was all about. “Follow- 
up” was, of course, unknown and many patients who 
might have been benefited by further treatment never 
returned. It is also important to note that practically 
1Read before the American Hosptial Association at Minneapolis, 


Minn., October 10-14, 1927. Released and publication authorized by the 
Association. 
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all of the patients were really indigent, that the require- 
ments in the way of equipment, laboratories, and the 
necessary laboratory technicians was meager. It thus 
followed that if the results of treatment left something 
to be desired, it was at least not a great financial burden 
upon those who paid for its maintenance. 

If there be those who regard this picture as over- 
drawn and think that I have failed in courtesy to a 
group of men who devoted much time which they could 
ill afford to spend to the care of the sick and injured, | 
can only say that I shrewdly suspect that they would 
be shocked if, with knowledge of modern medicine, they 
could find themselves on a busy morning in the midst 
of one of these establishments 25 or 30 years ago. 

With this picture must be contrasted the outpatient 
or dispensary clinic of today whether it be attached to 
a modern hospital or operated as a separate establish- 
ment. It has undergone a surprising change and per- 
haps nowhere does one more fully realize the very pro- 
found changes which have come over the practice of 
medicine in the last quarter of a century. It has, how- 
ever, been a development of necessity following the very 
far-reaching changes in medical practice consequent 
upon the far wider application of the experimental 
method in the practice of medicine. Of course, medical 
treatment has to an extent always been pushed forward 
by experimentation and by the application of the gen- 
eral doctrine of “trial and error” but at the period 
earlier referred to, the experiment was, so to say, not 
carefully set up. ‘Trials were made of various drugs 
and various methods of treatment but the experimenter 
relied largely or importantly upon his impressions and 
would have been put to it to arrange his evidence in 
statistical or convincing form. To set the experiment 
up in such a way as to allow of satisfactory deductions, 
some form of social service and considerable “follow-up” 
was necessary. At the earlier period, statistics or opin- 
ions based upon what was referred to as “outpatient 
materia)” were rarely seriously put forward and when 
they were, lacked somewhat of being convincing. Under 
the pressure of changing therapy the physical accom- 
modations of these departments have been enormously 
improved and today in many instances are on a par with 
or superior to the physical accommodations of the hos- 
pitals themselves. Adequate personnel, particularly in 
the shape of social-service workers, clinical clerks, 
laboratory technicians and other nonmedical or semi- 
medical assistants and associates have been added. The 
hit-or-miss methods of diagnosis based upon cursory 
examinations have given place to serious attempts to 
study the patient as a whole. Sound deductions founded 
upon such examinations have made possible much more 
varied therapy and it will be found that an enormous 
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decrease has taken place in the number of prescriptions 
given. Nowhere perhaps has the décline of drug therapy 
and its replacement by other methods been more evi- 
dent. Though social service has contributed widely to 
the linking up of the physician and the patient in all 
departments of hospital medicine, it has perhaps 
nowhere been of greater benefit than in the dispensary 
and a far greater percentage of diagnoses reach their 
mark and benefit the patient than was the case before 
the organization of the clinic so that the time, both of 
the patient and of the physician is properly economized, 
has been put upon at least a reasonable basis. The dis- 
pensary has become to a considerable extent a place 
where end results may be studied. Even though the 
patient may not have been seen in his earlier experiences 
with medical organizations, still “follow-up” is carried 
out and often the patients come first to the dispensary, 
go thence to the hospital and return to the dispensary 
where they are followed over a considerable period to 
the end that the result is known and sound deductions 
in regard to the efficiency of treatment may be made. 


A strikingly important, if withal troublesome, de- 
velopment has come in the change in the social status 
of patients. As has been pointed out, a quarter of a 
century ago, practically all of the patients were indigent 
in the fullest sense of the word. Today such is not the 
case. Recent estimates seem to show that between 15 
and 20 per cent of the population of large cities apply 
occasionally for advice at these establishments and it 
hardly can be suggested that the term “indigent’’ is 
properly applicable to any such proportion of the popu- 
In fact, “indigence” properly so called is on 
The use of the outpatient 


lation. 
the decline in this country. 
or dispensary clinics is on the increase and has created 
a problem of first-class importance for those who would 
determine who may properly be received in these estab- 
lishments. 
Effect on the Hospital 

In the large majority of cases the dispensary is 
connected with or associated with a hospital and in esti- 
mating the effect, I use the term “hospital” largely to 
mean the organization responsible for the conduct of 


this department. It may, therefore, justly be applied 
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to the group largely responsible for the conduct of those 
establishments not directly associated with a hospital. 
The effect of the changes above outlined has been very 
great. No longer can it be regarded as a sort of appen- 
dage which, though at times of doubtful value, is at 
least inexpensive and makes a handsome showing in the 
annual report. The demands made upon this depart- 
ment by the patient have steadily increased and must 
keep pace with the changes in modern medicine. He 
expects and receives careful study and adequate treat- 
ment which means that the physical facilities must be 
enormously increased, that the financial burden becomes 
comparable with that of the hospital itself, and that a 
great variety of difficult problems present themselves to 
the directing board. The pressure on the part of the 
staff for laboratory facilities, laboratory technicians, 
and expensive equipment has become constant and these 
demands cannot properly be refused if the establishment 
is to maintain its position in the community. Great 
increases in the medical staff itself have been demanded 
and supplied, to say nothing of the group of nonmedical 
or semimedical personnel above referred to. These 
changes have set up for the organization difficult prob- 
lems, some of which are purely financial, others social 
and economic. 

With the increased demand for service made upon 
the medical staff has come the request for the intro- 
duction of salaried physicians who, though perhaps not 
really compensated for the time they give, are at least 
thus enabled to spend large amounts of time with a 
conscience reasonably clear in regard to their own prob- 
lem of supporting their families. 

During this period, the full difficulty of deciding 
to whom the services of these charitable or semichari- 
table organizations should be given has become apparent. 
The services which they have to offer ‘are today so much 
in demand that they are sought not only by the indigent 
but by the group next above this class who, though 
making both ends meet, do so with difficulty, to say 
nothing of the class which is far from indigent but 
sees in these departments a place where something may 
be had for nearly nothing. Here is a problem which 
has exercised the best brains and which is still far from 
solution. That it is difficult, none will deny. That it 
is important is beyond argument if we would maintain 
the self-respect both of the hospital and of the com- 
munity. 

Effect of Medical Education 

If it be thought that the change in the quality of 
service offered to the patient by the dispensary has 
undergone a profound alteration, the value of this part 
of the hospital establishment to medical education has 
undergone a change hardly less profound. At the earlier 
day these clinics, though much used for the instruction 
of students, were valuable chiefly as what one might 
call “observation clinics” where the student saw a good 
deal of the evidences of disease, became accustomed to 
the atmosphere of illness and injury, but obtained 
relatively little accurate knowledge, were given sur- 
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prisingly little attention by most of the staff, and often 
learned bad habits which in later life returned to bite 
them. Accurate diagnosis, particularly in what might 
be called the “medical clinic,’ was doubtful. The 
pressure of work was so great that very little time could 
be spent on any individual and the proportion of return 
visits was too small to give much of value in regard 
to the effects of treatment. The student who was fortu- 
nate enough to become at- 


the development of future practitioners. The stress 
which is being laid upon periodic examinations has 
further enhanced the importance of giving opportunity 
to the medical student to study the ambulatory patient. 
If these periodic examinations of the apparently fit are 
to be of value to the community, the medical student 
and the junior practitioner must have a more accurate 
knowledge of the normal than has commonly been the 


case in the past. Nowhere 





tached to these establish- 
ments as a “dresser” or 


can such a study be better 


carried out. The custom 





“assistant” often profited 
much but the average stu- 
dent obtained relatively 
little which was of perma- 
nent value. 

Today the dispensary 
has become the great sort- 
ing place of disease. It is 
literally the diagnostic es- 
tablishment and turns out 
much finished work. The 
patients bring here for 
solution nearly all of their 
problems except that group 
who are so severely ill that 
they must go direct to the ay) 
hospital itself. The equip- 
ment is such that careful 





THE HOSPITAL AND THE HOME 


“There’s no place like home.” 
Our hospitals have come to see 
the truth of this. They are our 
homes when iliness overtakes us. 
The old monotonous sameness in 
furnishings is being replaced by 
artistic designs and color effects. 
Cleanliness is next to Godliness, 
but both of these may 
well be tempered with 
a touch of art.—A. C. 


of making a_ thorough 


physical examination of all 














patients can here be taught 
and fostered. Recognition 
of the normal can come 
only by constant repetition 
of careful comprehensive 
examinations to the end 
that the student and prac- 
titioner may learn by ex- 
perience what constitutes 
the variations of the hu- 
man body which may be 
regarded as within normal 
limits. It is probably true 
that the physician of the 
earlier day was much more 
skilled in the recognition 








of the abnormal than of 





study may be made, most 
of the investigations neces- : 
sary to a final diagnosis { 
can be carried out, sound 





the normal and had but 
the foggiest idea of what 
were the excursions of 






























































advice can be given, varied 

therapy can be applied and accurate judgments as to 
the effect of treatment can be made. It is much more 
nearly a cross section of medical practice than has ever 
been the case before and from this flow very important 
results on its value in medical education. 

At an earlier day the outpatient establishments 
were much haunted by the junior student on the ground 
that here he might get the best introduction to his study 
of illness. Today it is widely believed that though this 
may not be the best place for the beginner, it is cer- 
tainly the best place for the student who, having his 
groundwork in the fundamental sciences and in the 
general methods of physical diagnosis, is in a position 
to begin his accurate study of methods of diagnosis and 
treatment. 

There has come a shift in the use made of the dis- 
pensary by the medical schools. Instead of the junior 
student, the senior student is much more likely to be 
found here and more and more these students are being 
used as were the assistants and dressers of an earlier 
day, being in fact taken into the medical family and 
given its confidence. This means that though the dis- 
pensary is an exceedingly important agent in relieving 
the ills of the patients, it is hardly less important in 


normal limits. That the 
periodic health examination is a tremendous step in 
advance cannot be doubted. That more thorough train- 
ing in the examination of normal individuals -is neces- 
sary to its success is equally certain and it, there- 
fore, follows that the utilization of the outpatient de- 
partment in the scheme of medical education has become 
increasingly important. This involves the provision of 
larger accommodations, of larger and more highly 
trained staffs and the provisions of extensive and ex- 
pensive equipment. Examination rooms for the use of 
students, classrooms for the teaching of small groups, 
laboratories where students may carry out those labora- 
tory tests which they must continue to use in their 
future work have become today requirements upon those 
who are charged with the construction of these units 
of the hospital establishment. That they throw an 
increased financial burden upon these establishments is 
obvious but it is one which must be carried by those 
who finance medical education. Just as hospital con- 
struction has been considerably modified in the interests 
of the student, so dispensary construction must follow 
suit, and it is my best judgment that the dispensary is, 


all things considered, as important in the teaching of 











52 HOSPITAL PROGRESS 


medicine as those divisions of the hospital where bed 
patients are accommodated. 

These hasty generalizations will perhaps be suf- 
ficient to show the immense changes which have taken 
place and to suggest some of the problems of the future. 


It may be stated dogmatically that the development of 


this part of the hospital is inseparably bound up with 
Many knotty 
The employment of sal- 


the future of the medical profession. 
problems suggest themselves. 
aried men on part time seems an absolutely necessary 
step. The arrangement of their compensation and their 
relation to the body of the medical profession must be 
carefully, skillfully and head-on 
The constant sympathy 


handled wisely if 
collisions are to be avoided. 
and appreciation of the importance of these establish- 
ments by the medical profession is essential. They can- 
not be left out of the calculation if 
assured. The dividing line between patients who are 
properly to be received by the hospital and those who 
would be denied admission is not a fixed one but will 


success is to be 


vary, not only with the economic condition of the coun- 
try but with the peculiar conditions which obtain locally. 
No hard-and-fast rules can be laid down which will be 
applicable to varied situations. The proper adjustment 
can, 1 believe, be had only by the sympathetic coopera- 





tion of those who are responsible to the community for 


the operation of the hospital and those who are respon- 
sible to the community for the care of the sick ; that is, 
the medical profession. Working separately and at 
cross purposes, disaster is certain but it should be aveid- 
able through the clear recognition that both of these 
parties have of necessity the same end in view, namely, 
the conservation of the health of the community. 

On the other side, these two groups working to- 
gether are responsible for the provision of adequate 
opportunity for medical instruction. The hospital in 
its broadest sense and the medical profession are trustees 
for the public of the future standards of medical educa- 
tion. The public will properly look to them to see that 
the physician of the future is progressively better trained 
so that he may not only treat the ills of mankind but 
be in a position to forestall inevitable wear and tear on 
the machine—prevent that increasing group of diseases 
which the community can avoid if it sees fit and make 
of the future student of medicine the embryonic coun- 
selor of the community. If the medical profession 
should, as time goes on, grow away from the people, 
these two groups, the hospital establishment and the 
organized medical profession, will have much to answer 


for. 
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The Right of the Hospital to Select Its Staff 


John A. Lapp, Ph.D., Professor of Sociology, Marquette University, Milwaukee, Wis. 


‘Tue discussion of the right of the hospital to select 
its own staff is here confined to charitable hospitals run 
by private corporations not for profit. A privately 
owned profit-making institution is like any other pri- 
vate business and its management is not subject to state 
control. A public hospital maintained by a city, county, 
or state is not included in this discussion, for such an 
institution is subject to control of public authorities 
and, therefore, involves a different question. This dis- 
cussion is limited to privately managed charitable hos- 
pitals for the simple reason that that is the kind of 
hospital that prevails in the main throughout the 
country. 

A private charitable hospital is a servant of the 
public but is subject to the control of boards of trustees 
acting in a private, corporate capacity. The trustees 
of such an institution are the administrators of a trust. 
Into their hands is given the property of a corporation, 
the gifts of individuals, and the accumulations of a non- 
profit-making enterprise, to be' administered for the 
welfare of sick and disabled people. The trustees must 
conserve the property in their possession and must use 
it for the purposes defined. The responsibility is two- 
fold, namely, to conserve and to use. The trustee of a 
private trust is concerned primarily with conservation 
of property and the turning over of income as directed. 
The trustee of a public trust for charitable purposes 
must not only conserve the property but must see that 
it is used in the maintenance of a hospital according 
to the best practices known to the medical and surgical 
profession and available for use. 

It is not, therefore, an ordinary trust that hospital 
boards hold when they administer trust funds to main- 
tain a hospital which, to use the language of the court 
of appeals of New York: “opens its doors without dis- 
crimination to all who seek aid; it gathers in its ward 
a company of skilled physicians and trained nurses and 
places their services at the call of the afflicted, without 
scrutiny of the character or worth of those who appeal 
to it, looking at nothing and caring for nothing beyond 
the fact of their affliction.” 

There can be no question in the minds of fair men 
that when men administer a private corporation they 
cannot be unreasonably regulated. When they admin- 
ister a trust their immunity from unreasonable regula- 
tion becomes more secure. Laws that interfere with 
proper management of a trust for the purposes intended 
are a violation of individual rights and interfere with 
vested property. This is not to argue against the rea- 
sonable regulation of business or corporations or indi- 
viduals in the interest of the common welfare. The 
rights of an individual or a corporation end where 
public harm begins, and whenever it becomes necessary 
for the greater good of the public to inspect or supervise 
a public or quasipublic work, it is within the proper 
province of the state to do so. Supervision, however, 





‘Read at the meeting of the American College of Surgeons at 
Detroit, Mich., Oct. 3, 1927. 
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cannot be extended to the assumption of actual control 
over the internal affairs of corporate organizations or 
of charitable trusts. It would violate the very essence 
of trusteeship if the law could interfere with internal 
management of hospitals on such matters as the selec- 
tion of the staff. What would become of the power of 
trustees if they could not carry out the trust imposed 
upon them according to its terms? If, in their judg- 
ment certain physicians should not be upon their staff, 
and certain others should be, that is a question which 
they, as managers of a private business, have a right 
to determine. No man could be a trustee administering 
such a sacred trust as a hospital and hospital funds if 
a matter so vital to the trust as the selection of staffs 
.of physicians, administrators, nurses, technicians, and 
employees were subject to regulation by law. 

The public hospital is, of course, subject to the law. 
There is no private trust involved in the technical sense. 
There is in such cases no private corporation having the 
management of private property. Not so with the pri- 
vate charitable hospital. It is privately owned; it is 
a privately managed trust for public purposes and can- 
not be made subject to public direction in its manage- 
ment. It is said that such hospitals receive public favor 
and in return are subject to public control. They do 
receive public favor. Their liability for injuries to 
patients is put on a plane different from that of private 
profit-making enterprises. In most of the states chari- 
table hospitals are exempt from liability, especially if 
they have managed their hospital and selected their 
staff with reasonable care. Charitable hospitals are 
exempted from taxation on the theory that they do a 
public service—a service that the public would other- 
wise have to provide for out of the public treasury. 
These are favors that are granted by statute and may 
be taken away by statute. If the legislature chose to 
place liability upon the hospitals and tax them, the 
same as other property is taxed, it could do so unless 
in any given state there were constitutional prohibitions. 
The state can probably say, although it has not been 
decided, that unless a hospital conforms to certain re- 
quirements its right to exemption from taxation and 
liability will be taken away. Possibly a law which 
attempted to control the appointment of staffs by threat- 
ening to remove the exemptions which hospitals enjoy 
would be constitutional. In that case trustees need not 
conform to the law, for all they would have to do would 
be to pay their taxes and insure themselves against their 
liability. It would cost a little more, but would not 
seriously hamper any hospital. 

But to say that all members of the medical pro- 
fession licensed to practice medicine in the state shall 
be given the right to practice in a private hospital or 
to say that osteopaths, chiropractors, naturopaths, and 
others must be admitted to practice in such hospital is 
to violate the very essence of private right and vested 


property. Not so very many cases have come up on 
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this point. Perhaps many have been decided in the 
lower courts and have not been appealed, in which case 
there would be but a fleeting record and no permanent 
guide on the points decided. It would be well if hos- 
pitals banded together to see that cases affecting their 
rights were not allowed to drop without appeal for many 
cases contrary to the decisions of the higher courts have 
been allowed by neglect of appeal to control in local 
cases. The few cases that have come to the higher courts 
are very clear and explicit on the subject of the choice 
of staff. 

In one case in Taxes' an action was brought 
by a physician to enjoin certain physicians as members 
of the hospital staff and the hospital from interfering 
with his practice in the hospital. It appears that the 
county medical society had refused to aid the appellant 


in the case, as osteopath, in his work and that the hos-’ 


pital had refused to permit him to practice therein. 
The court held that the society was within its rights, 
to advance its purposes or interest by all legitimate 
means. “If it deemed the appellant an osteopath and 
as such he was supporting an exclusive system the asso- 
ciation and its members were within their rights under 
its rules in rejecting him as a member.” Of the right 
of the hospital to exclude said osteopath from practice 
within the hospital the court said that it was entirely 
within the right of the hospital “to adopt such regula- 
tions as are proper or deemed by it necessary or ex- 
pedient to improve its efficiency and standards of service 
therein and to require of those using its equipment 
that they possess specific medical learning and equip- 
ment in order to receive a membership on the medical 
staff. To accomplish this it was at liberty to employ 
as it did in this case the means to standardize the sani- 
tarium. If in good faith, with no evil intent to injure 
or oppress the appellee, doctors, who were so appointed 
and who would formulate the rules of standardization 
and name the staff as directed, they had the right to do 
so subject to no other control than the governing 
authorities of the institution.” 


‘Harris vs. Thomas, 217 S. W. 1068. 


In another case the board of directors of a hospital 
adopted a by-law reciting that certain medical societies 
had adopted codes of medical ethics and provided that 
only physicians who complied with these codes should 
practice in the hospital. The court upheld the right 
of the hospital to adopt such by-law and to exclude a 
physician who had been guilty of violation. The court 
said: “We think it was fully within their power to 
adopt the by-law in question and to enforce it. Under 
the by-law the appellant, in order to obtain admission 
to the hospital as a physician,-had but to abandon prac- 
tices which the common judgment of his professional 
brethren branded as discreditable and which are so com- 
monly resorted to by quacks and charlatans.” 

In a similar case in Illinois the supreme court ruled 
on the question whether the exemption of a hospital 
from taxation automatically made it possible for any 
physician to practice in the hospital. This case related 
to a hospital with an open staff, the only requirement 
being that to practice in the hospital a physician must 
be such “as subscribed to and are governed by the prin- 
ciples of medical ethics promulgated by the American 
Medical Association.” The court said: “It does not 
appear from the record what percentage of physicians 
practicing in the city of Peoria would be eligible under 
this rule. It does appear, however, from the testimony 
of those Sisters who are in actual management of the 
hospital that they understand the rule permits all 
reputable physicians to treat patients in the institution, 
and that but few physicians practicing in Peoria are 
excluded. The Sisterhood does not provide medical 
attention. The patient is permitted to call any physician 
or surgeon he desires, who is not excluded by the ruie 
in question. When the patient is unable to pay he is 
treated free of charge by the medical profession prac- 
ticing in the hospital. The question whether or not this 
is an institute of public charity depends not at all upon 
what class of physicians are permitted to practice there, 
so long as the institution is not conducted for the pur- 
poses of benefiting the physician of that class. A hos- 
pital is primarily for the benefit of the patient, and not 
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the physician. Whether or not it is a charity is to be 
determined by the treatment which the patients receive 
at the hands of those in charge of the hospital.” 

The crowning decision of all, however, in respect 
to the right of a hospital to control its own staff was 
rendered during the current year by the Supreme Court 
of the United States in the case of Hayman vs. the City 
of Galveston. While this case involved a public hos- 
pital, namely, one conducted by the city of Galveston, 
its principles apply to all private institutions. The case 
arose over the claim of an osteopath to practice in a 
hospital maintained by a city, the court being asked 
to enjoin the inforcement of any rule or regulation, 
excluding osteopathic physicians, from practicing their 
profession in the hospital and thereby denying admis- 
sion to patients who wished to be treated by osteopathic 
physicians. The issue was squarely on the point whether 
or not the exclusion of osteopaths interfered with the 
rights of a citizen under the Fourteenth Amendment of 
the Constitution of the United States. 

It was argued: “If some physicians are admitted 
to practice in the hospital, all must be, or there is a 
denial of the equal protection of the laws.” The court 
said on this point: “Even assuming that the arbitrary 


exclusion of some physicians would have that legal con- 
sequence in the circumstances of this case, the selection 
complained of was based upon a classification not arbi- 
trary or unreasonable on its face. Under the Texas 
constitution and statutes anyone ‘who shall offer to 
treat any disease or disorder, mental or physical, or 
any physical deformity or injury, by any system or 
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method, or to effect cures thereof, is a physician and 
may be admitted to practice within the state. We can- 
not say that a regulation excluding from the conduct 
of a hospital the devotees of some of the numerous sys- 
tems or methods of treating diseases authorized to prac- 
tice in Texas is unreasonable or arbitrary. In the man- 
agement of a hospital quite apart from its use for 
educational purposes some choice in methods of treat- 
ment would seem inevitable and a selection based upon 
a classification having some basis in the exercise of the 
judgment of the state board whose action is challenged 
is not a denial of the equal protection of the laws; 

the action of the board does not violate rights 
or immunities guaranteed either by the state or the 
federal constitution.” 

This case, decided with reference to the right to 
practice in a hospital managed by public authorities, 
applies even more directly to the right of a privately 
owned charitable hospital to conduct its own business 
without unreasonable interference. Any interference by 
law with the right of a charitable hospital to select and 
control its own staff is plainly and clearly unconstitu- 
tional, being an infringement of individual rights under 
the Constitution of the United States as well as of most 
of the states. Such interference would be wrong in 
theory, destructive of hospital standards, and a death 
knell to hospital progress. It would be an arbitrary and 
unreasonable interference with the right of the trustees 
of sacred trusts to carry on their work in accordance 


with the trust imposed. 


Sidelights on the Powers of Sunlight 


Bernard Langdon Wyatt, M.D., President, Board of Directors, The Desert Sanatorium of Southern Arizona, Inc., 
Tucson, Ariz. 


Ix a previous 


heliotherapy, but in 








article the nature of 
solar radiation was 
considered and Good- 
man’s concept of the 
ultra-violet region of 
the spectrum was 
presented. At this 
time our purpose is 
to discuss some of 
the factors which 








view of the fact that 
only a_ relatively 
limited number of 
regions in the United 
States have the 
requisite quantity - 
and quality of sun- 
light for therapeutic 
purposes, artificial- 
light therapy will 











merit attention in 
connection with the as Se 
clinical application of solar- and aerotherapy. No at- 
tempt will be made to discuss the comparative intensity 
of ultra-violet radiations from the sun and artificial 
sources of light such as the mercury and the carbon are. 
Strictly speaking, such a comparison is impossible, for 
in one instance we are dealing with a continuous and in 
the other with a discontinuous spectrum. Furthermore, 
measurements of compavalive intensity are by no means 
an index of comparative effectiveness from the stand- 
point of biologic reactions. 

It is now generally recognized that artificial-light 
therapy is not nearly as effectual and satisfactory as 


continue to have a 
SUCSGN, ARES. place in the treat- 
ment of disease. According to Dr. Bovie of North- 
western University, sunlight is approximately eight 
times as powerful as a mercury-vapor lamp in the range 
from 3200 to 2900 A. U. 
artificial-light therapy as used here does not refer to 


It should be understood that 


the radiant energy of X-rays or radium emanations. 
Before taking up the clinical application of solar 
radiations, let us consider some of the beneficial effects 
from the point of view of physiologic reactions. Ex- 
posure of the body under conditions of low humidity, 
moderate temperature, and with the wind velocity not 
in excess of six miles per hour will result in a con- 








56 ; HOSPITAL PROGRESS 


traction of the skin capillaries which is soon followed 
by dilatation; the blood pressure which at first rises, 
later falls; the basal metabolic rate is increased ; excre- 
tion from the lungs, kidneys, and skin is stimulated 
and there is an increased gaseous exchange in and 
removal of toxic products from the tissues ; the circula- 
tion is improved and it is probable that the endocrine 
glands take on increased activity. Reflex muscular con- 
tractions are produced, with a resulting hyperemia cor- 
responding to that which occurs during the massage of 
muscles. 

The relative value of air bathing and sun bathing 
has been the subject of much discussion but very little 
emphasis has been placed upon the fact that in so-called 
air bathing there is considerable indirect radiation from 
sky reflection. Investigations carried on at the Desert 
Sanatorium have demonstrated that approximately 25 
per cent of the ultra-violet radiations are reflected in 
this manner. In other words, a patient who is not 
subjected to direct solar radiations may in one hour 
receive the same dose of ultra-violet rays that he would 
get from a direct exposure of fifteen minutes. 

In view of the physiologic reactions to solar radia- 
tions that have been enumerated, let us consider the 
conditions which might be benefited by heliotherapy and 
any contraindications to solarization. The experience 
of the medical staff of the Desert Sanatorium leads them 
to feel that when one begins to generalize about the 
application of the sun bath, only one thing is certain, 
which is, that the generalization will probably be wrong. 
It must be borne in mind that solar irradiations have 
only a limited place in the treatment of acute medical 
and surgical conditions as far as our present experience 
goes. Acute rickets, tetany, spasmophilia, infected 
wounds, and fractures which fail to unite as a result 
of a disturbance of the calcium metabolism of the body, 
constitute the group which forms the basis for most of 
our observations. 

On the other hand, favorable results from carefully 
and scientifically supervised sun bathing may be ex- 
pected in a long list of chronic conditions, the length 
of which continues to grow as our technic improves and 
our experience increases. Chronic arthritis, the surgical 
forms of tuberculosis, rickets, anemia, sinusitis, bron- 
chial asthma, chronic bronchitis, bronchiectasis, neu- 
ritis, neurasthenia, hypertension, chronic nephritis, 
psoriasis, and lupus should be mentioned in this con- 
nection. Heliotherapy has also been demonstrated to 
be of value in shortening the convalescence from acute 











PROPER POSITION OF PATIENT DURING SUNBATH 
(ANTERIOR VIEW). 
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“SUN SUIT” WORN BY MALE PATIENTS 
AT THE DESERT SANATORIUM 





diseases of a debilitating character and is also being 
used as an adjunct to bone and joint surgery. 

In a subsequent article the subject of pulmonary 
tuberculosis and heliotherapy will be given special con- 
sideration and data will be presented which seem to 
indicate that only patients with certain types of this 
disease derive benefits which may be attributed directly 
to solar radiations. Patients with advanced uncom- 
pensated heart disease, marked arteriosclerosis, acute or 
progressive pulmonary tuberculosis, toxemias of any 
sort accompanied by high fever and those with extreme 
irritability of the nervous system react poorly to solari- 
zation. 

There are, of course, many factors which influence 
the individual response of any patient to sun baths and 
these must be given most careful consideration from the 














PROPER POSITION OF PATIENT DURING SUNBATH 
(POSTERIOR VIEW). 
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standpoint of technic and dosage. Age, complexion, 
temperament, skin texture, and state of nurtition, etc., 
are among the factors just referred to. 

Before discussing the methods of exposing patients 
to the rays of the sun the importance of the patient’s 
posture must be emphasized. Much has been written 
about the gradual exposure of patients by the “zoning” 
niethod, but very little attention has been paid to what 
may be called the “angle of exposure.” The significance 
of the posture of the patient in relation to the beam of 
sunlight has probably been lost sight of because of the 
rather crude methods of applying solar radiations which 
are generally employed. 

The usual position of a patient is either prone or 
supine upon a cot with head or feet toward the sun. 
Under these circumstances the effectiveness of the treat- 
ment is markedly diminished since the beam of sunlight 
must cover an area that is greater than its cross section. 
The solar radiometer measures the amount of sunlight 
falling perpendicularly upon a surface and consequently 
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the patient must be exposed at an angle which will 
make it possible to correlate the intensity of the radia- 
tions with the duration of the exposure. This is accom- 
plished by placing the cot with its long axis at right 
angles to the rays of the sun and placing the patient 
on his side so that the beam of sunlight will fall nearly 
perpendicularly upon him. 

The basic importance of this posture from the 
standpoint of precision in dosage will be seen from the 
figures in the following table. The computations are 
based upon the average position of the sun in the sky 
in the spring or fall. The first column gives the hour 
of the day in sun time and the second column shows 
the loss in effectiveness of solar radiations when the 
prone or supine postures are employed : 

Time—A.M. Per Cent Effective 


Mn Wctiw evan pasakauucannwiwicmenmle 32 
I gears a oat iri ah ee ceca 42 
a iil eerste bia cholate anlar 60 
ER FA eae wenn eee ar aincen te oe 74 
i eas eae om natatS 82 
RE TR ee eee ae eee ee 85 


Hospital Roentgenology' 


S. M. Atkins, M.D., Roentgenologist, St. Mary’s Hospital, Waterbury, Conn. 


I HAVE been asked to speak on some phases of 
roentgenology that would be of interest to all of you. 
1 have chosen Hospital Roentgenology as the subject 
and hope it will be as interesting to you as it is to me. 

In 1895, only 32 years ago, Roentgen startled the 
world with the announcement that he was able to pho- 
tograph the bones of the body through the overlying 
tissues. This he accomplished by a ray, the nature of 
which he did not know, and, since in problems of science 
the unknown is designated by the symbol X, he called 
this the X-ray. 

The medical world was quick to recognize the value 
of this method of examining the body and _ speedily 
added it to its other measures of examination. Since 
that time X-ray has made great strides, both in the 
mechanical apparatus that produces it, and in its scope 
of medical usefulness, not only as a diagnostic help but 
even in the treatment of various diseases, such as skin 
lesions, malignant conditions, and many infections such 
as carbunecles, boils, ete. 

It, therefore, goes without saying that every hos- 
pital must have a competent X-ray department and this 
department must be considered just as essential as any 
other of the hospital. It has been felt by some hospitals 
that this department could be placed anywhere, that the 
films practically had the diagnosis written on them, and 
that the department was a good source of revenue. The 
last mentioned appeared to be the important item. 
Nothing further from the truth could be entertained, 
except for the latter, as it has been proved that the 
X-ray department may be made a source of revenue, 


without setting that idea as the goal. 

Read at the meeting of the New England Conference of the 
Catholic Hospital Association at St. Mary's Hospital, Waterbury, 
Conn., Sept, 26-29, 1927. 


Organizing the Department 

Location—This department should be located in 
an airy portion of the hospital, not in the basement; 
it should have enough floor space and sunlight; and it 
should be as congenial in appearance as the rest of the 
hospital. A small waiting room and dressing room must 
be right at hand. 

Personnel—In charge of this department there 
must be a physician who has had competent training in 
X-ray diagnosis and treatment. This physician is re- 
sponsible for every diagnosis and treatment and any 
complaint against the department. He may be either 
a full-time or a part-time man, depending on the size 
of the hospital. 

Technician—The taking of the films should be done 
by a technician who has been trained adequately for this 
work. Since the taking of X-ray films has reached a 
stage where practically everything except the patient 
is controlled automatically, adherence to certain stand- 
ards should be followed without exception. This me- 
chanically detailed process can best be followed by one 
who is not a physician, for a physician’s adherence to 
minute details, so essential for excellent films, is often 
to be questioned. In a matter of months one who has 
never seen an X-ray film before can be taught to take 
excellent films. He can also be taught how to prevent 
both the electrical and X-ray dangers. 

Vurse and Orderly—This department should have 
an undergraduate nurse. There are two good reasons 
for her presence: 1, the added help she gives the depart- 
ment; 2, in return she receives a practical understand- 
ing of roentgenology. In the larger hospitals it is 
necessary to have one or more orderlies for the trans- 


portation of the patients. 
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Mechanical Equipment—All the machines now 
manufactured are good; what to buy depends usually 
on the best buy—not necessarily the cheapest or the 
dearest. The guiding factor in buying equipment is 
the service rendered by the company to prevent machine 
troubles, and the repairing of the equipment promptly, 
when that service is necessary. The best plan in in- 
stalling a new outfit is to call into consultation some 
competent roentgenologist who can map out plans for 
all the above and for the safety devices necessary. The 
installation should not be left entirely to the company. 

Beneficiaries of the Department 

The X-ray department has duties to perform for 
the physician, the patient, and the hospital : 

Physician—The only reason a patient is sent to 
the X-ray department by the physician is to add further 
information for a diagnosis. It, therefore, goes without 
saying that a report of the X-ray findings should be 
in his possession as soon as possible. For the average 
case, where the report is to be sent to the physician in 
writing, this should be two days after the patient arrives. 
In the hospital, the report must be ready the next day. 
In emergency cases the report should be ready as soon 
as possible, sometimes even in as short a time as half 
an hour. 

As the roentgenologist acts in the capacity of 
assistant to the physician, the patient must, under no 
circumstances, receive any diagnostic information from 
the X-ray department, especially when it is remembered 
that in many diseases the X-ray examination fails to 
reveal any abnormality even when disease is present. 
When, however, the physician asks the department to 
break this rule, then it should be done. 


an 


Patient—An unsound body cannot harbor a sound 
mind. This must be remembered. If, therefore, a 
patient is rather sulky or faultfinding and not excep- 
tionally cooperative, gentle measures must be employed. 
He must be accompanied from the moment he leaves 
the bed for the X-ray department until his return. An 
outpatient must likewise be accompanied from the mo- 
ment of his departure from the office until his return. 
It seems best not to allow the patient to know that he 
has spoiled any part of the examination. He is up for 
examination, he is trying his best, and it seems that 
his burden of ailment is sufficient without adding more 
to it. 
tory to the examiner should be worn by the patient. 


Gowns comfortable for the patient and satisfac- 


The usual feminine gown appears to be the most suit- 
able, for both male and female patients. In the en- 
deavor to please the patient nothing must be said or 
done to cause him to be pampered. If a patient must 
drink two glasses of a mixture that he does not like 
and pleads to be allowed to forego the second glass, it 
that this omission cause 
a good diagnosis. In such a case, it 


upon that he drink both glasses, for, 


must be kept in mind may 
interference with 
must be insisted 
after all, he was sent to the hospital to be examined 
for a diagnosis. ‘To have allowed the omission of the 
second glass as desired by the patient, would have 


amounted to pampering rather than examination. 
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Hospital—A record of the findings of every case 
examined must be on file, either in the X-ray depart- 
ment alone or in the X-ray department and office both. 
In this hospital, the original report is sent to the office 
to be filed with the patient’s record, and a brief copy 
is kept in the X-ray department. 

Some examinations, such as that for the stomach, 
kidneys, etc., require special preparations. A printed 
list of all these should be posted in every ward and in 
the office. This removes all doubt as to what should 
or should not be done. These directions in the case of 
outpatients, can be given either by the office or the 
department. The films that have been taken are kept 
in the department. The number of years the films must 
be saved depends upon the laws of the particular state 
in which the hospital is located. 


Conditions for Service 

In return for the services rendered the above, the 
X-ray department expects certain conditions to be 
fulfilled : 

Physician—A physician should fill out an X-ray 
slip which is large enough to permit a brief clinical 
story and a long X-ray report if necessary. This slip 
should be found in the office and the department. On 
this he should state just what aid he desires besides the 
clinical story. When the physician desires an X-ray of 
some part of the body it should be as well localized as 
possible. For example, it is much better to call for 
examination of the lower end of the femur when that 
is desired than to call merely for an X-ray of the femur. 


In every case the department or the office should 
be called for an appointment. This small favor not only 
prevents confusion in the department by reason of the 
absence of knowledge of what is to be done, but also 
makes the patient feel that he is being looked after 
carefully, and that he is of great and individual impor- 
tance to the physician. There is then no conflicting 
delay, no doubt in the patient’s mind that everyone is 
looking after his health and that they all know just 
what to do. All this can be accomplished by a strict 
rule that no patient must be taken to the department 
until the requisition has been made out and sent to the 
department, and until the X-ray department has called 
for him. Where the physician calls by phone, the slip 
should be made out by the office; when he makes a nota- 
tion for an X-ray on the chart at the bedside, the nurse 
should communicate the request to the office immedi- 
ately. The office thus has immediate knowledge of every 
case to be X-rayed. 

Loaning of Films—Previously it has been stated 
that the films alone, unless competently interpreted, 
mean very little, in fact, in the wrong hands, they may 
cause much trouble by wrong diagnosis. For this reason 
no films should be given to the patients. In most cases, 
they fall into the possession of the patient through the 
doctor who has borrowed them from the department 
whose property they are. The patient pays, not for 
films, but for the X-ray opinion furnished his doctor. 
A rule should be followed never to let the patient have 
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the films from his examination, and to loan them to 
the doctor only. We expect this of the physician. As 
he will not give his stethoscope to the patient, so does 
the roentgenologist refuse to give his films to the 
patient. 

Removal of Dressings—At no time should the doc- 
tor expect a removal of dressings by a member of the 
X-ray department. It takes time and may not be looked 
upon favorably by the patient. Either he must do it 
himself, or leave the task to some one whom he has ap- 
pointed in his stead. 

Office—We expect the office to furnish whatever is 
necessary to run the department smoothly. In most 
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hospitals there is no complaint in regard to this situa- 
tion. There should be a standard price list for different 
parts of the body examined and not for the number of 
films used. One patient may have two films used for 
examination of the wrist, whereas another may have but 
one. ‘To charge one patient more than the other for the 
same examination causes complaints against the depart- 
ment and in turn against the hospital as a whole. 

The X-ray department is an integral part of the 
hospital and as such must be so well equipped and man- 
aged that there can be no reflections upon the hospital 
either by its diagnoses, appearance, or attention to the 
patients. 


Thirteenth Annual Convention of the Catholic Hospital Association 
Second Annual Hospital Clinical Congress of North America 
Fourth Annual Convention of the International 
Catholic Guild of Nurses 


Cincinnati Music Hall, Cincinnati, Ohio, June 18-22, 1928 


AN EXPLANATION OF THE PROGRAM 
John R. Hughes, M.D., Dean, College of Hospital Adminis- 
tration, Marquette University 


Tue Catholic Hospital Association announces its 
thirteenth annual convention this year for the week of 
June 18 to 22 inclusive at Cincinnati Music Hall 

Cincinnati, Ohio. In making this announcement we 
are also announcing the second annual Hospital Clinical 


Congress. 


The announcement of this meeting as a Convention 
and the addition of the title Hospital Clinical Congress 
has a very definite purpose. The titles “Convention” 
and “Clinical Congress” have been chosen with care 
and after much study. Both have a meaning and both 
carry a description of what the organization is attempt- 
ing to do. The idea of applying the principle of 
“clinical teaching” to hospital subjects had its origin 
and was first attempted last year at the First Annual 











THE CINCINNATI MUSIC HALL AND CONVENTION CENTER, CINCINNATI, OHIO. 


One of the most famous music, art, and convention buildings in America, operated as a public trust, and being enlarged and refitted at a cost of 
one million dollars, reopened January 10, 1928, for the Cincinnati Symphony and other public meetings. 
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ART ACADEMY AND MUSEUM, EDEN PARK, ONE OF THE 
FOREMOST SCHOOLS OF ART IN AMERICA. 
Hospital Clinical Congress of North America, held in 

Milwaukee. 

The application of this new idea to hospital con- 
vention procedure at that time was an experiment. No 
one was certain that it would succeed. It was difficult. 
It was new. It was a departure from customary 
methods ; yet we went ahead with it, and it did succeed. 
Perhaps not perfectly, yet its success was enough to 
demonstrate that the idea which was motivating it was 
a sound one. That idea was to give the most of hos- 
pital education to the delegates in attendance, to make 
that education fit the needs of all, and to make it 
readily available for all. 

The lessons learned from that experiment are being 
used now in the planning of this, the second clinical 
congress. Those who were in attendance at the meet- 
ing last year can realize the great advantage that this 
form of teaching has over the old type of convention. 
The division of the convention into small groups for 
study and demonstration of hospital subjects, hospital 
equipment, and hospital methods increases the value 
of the convention to the delegates and to the exhibitors, 
and greatly facilitates the work of the men and women 
who are doing the teaching. 

Busy hospital people who leave their work for a 
week to attend a meeting of this sort, do so for the 
purpose of increasing their knowledge and for the 
purpose of gaining something that will help them to be 
more efficient in the management of their institutions. 
For them it is a pilgrimage in quest of greater knowl- 
edge, knowledge that will aid them in serving others. 
It is therefore a duty of those of us who are charged 
with the responsibility of the preparation of programs 
and exhibits for these meetings, to put forth every effort 
to make their conventions worth-while. It is a respon- 
sibility which we fully realize and which we do not take 
lightly. 

Being convinced that some great advantages are to 
be derived from the old-tvpe convention, and being 
further convinced that other advantages can be derived 
from the “clinical type” of congress, we are therefore 
combining the two this year in an “annual convention” 
and “clinical congress.” We are taking from each the 
things that we believe will be of greatest good and using 
them in our plans. We are eliminating the methods and 
procedures in each which we believe to be of the. least 


value. This cutting down and eliminating has been 
done cautiously and only after much consultation and 
study, and we are certain that the convention this year 
will well repay us for our efforts and will give to dele- 
gates and exhibitors alike a value which previously has 
never been equalled. 

The Cincinnati Music Hall 
arranged that such a program can easily be conducted 
In the same hall we will have a large 


at Cincinnati is so 


under one roof. 
theater for holding general convention meetings, for 
the presentation of papers on hospital subjects, for 
general discussions and for business sessions; a large 
space for commercial exhibits of hospital equipment ; 
and an adequate number of separate rooms for the 
equipment of and conducting of clinical demonstra- 














THE WORLD-FAMED ROOKWOOD POTTERIES, ONE OF THE 
HUNDREDS OF NATIONALLY AND INTERNATIONALLY 
KNOWN INDUSTRIES OF CINCINNATI. 


tions. Each of these divisions of our meeting will be 
separated from the rest in such a manner that inter- 
ference and conflicts will be entirely eliminated. 

The clinics will be foremost in the program arrange- 
They will cover in subject matter only important 
They will be 


ment. 
and practical problems of hospital work. 
so arranged that the entire attendance will have an 
opportunity to hear and see all, and so that delegates 
will have a choice and can eliminate the things which 
The 


clinics will not be too numerous and they will be re- 


are not of particular interest for their work. 


peated often enough to permit a delegate to attend all 
of those in which he is interested. They will not con- 
flict with one another in any way. 
a few scientific papers will be delivered in general assem- 


In addition to this, 


bly meetings, and a few special conferences may be 
arranged for. 

Many of the outstanding allied organizations have 
been consulted in regard to program preparations and 
we are assured of a quality of scientific material which 
we believe will be wnexcelled. Clinic programs will be 
conducted in all hospital departments. These depart- 
ments will be completely equipped and manned by out- 
standing specialists in the field. 

It is our hope that this convention will in every 
Way surpass any we have previously given, that by it 
we shall have permanently established the method of 
clinical teaching in hospital work, and that we will ful- 


fill the obligation that we have assumed in undertaking 








ERATE Mito 





the preparation of this program for the education of 
our attending delegates. 


DETAILS OF THE CONVENTION PROGRAM 


M. A. Higgins, M.A., Asst. Professor of Architecture, 
College of Hospital Administration, 


f I . Marquette University 
HE Catholic Hospital Association of the United 


States and Canada, and the College of Hospital Admin- 
istration of Marquette University announce the Thir- 
teenth Annual Convention and the Second Annual 
Hospital Clinical Congress to be held in the Cincinnati 
Musie Hall, Cincinnati, Ohio, June 18 to 22, 1928, in- 
clusive. This convention will combine under one roof 
but in separate departments three distinct operations— 
the Convention proper, the Hospital Clinical Congress, 
and the Exhibits. 
Plan of the Convention 

The location, plan and program of this convention 
have been worked out by the executive officers of the 
Catholic Hospital Association in cooperation with the 
Hospital Exhibitors’ Association, and submitted tenta- 
tively to the exhibitors at Minneapolis and fully 
approved. The spirit of cooperation between the Cath- 
olic Hospital Association and the Hospital Exhibitors’ 
Association has never been better, and will be a valu- 
able factor for the success of the convention. 

Three principal requirements have been considered 
essential : 

1. A location as near as possible to the center of 
the Catholic-hospital population and bed capacity in the 
United States. Seventy-two per cent of the Catholic 
hospitals and 78 per cent of the Catholic-hospital beds 
in the United States and Canada are located in the 
Mississippi Valley, the Central Provinces of Canada, 
and the North Atlantic States. 

2. A convention building, permitting general 
meetings in a large auditorium, special clinics in sepa- 
rate rooms, and a commercial and educational group on 
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one floor, preferably in one room and on the flow of 
travel to and from general meetings and clinics. 

3. A program of intensive character with a 
limited number of meetings and clinics, well timed and 
staffed to assure good attendance at each, vet allowing 
ample time for inspection and discussion of exhibits. 
If possible, assignment of one afternoon of the conven- 
tion exclusively for an exhibitors’ reception to delegates. 

After a careful consideration of the above require- 
ments and personal investigation of facilities available 
in St. Louis, Detroit, Buffalo, Cleveland, Pittsburgh 
and Cincinnati, the last named city has been chosen for 


the following reasons: 





MAP SHOWING THE STRATEGIC LOCATION OF CINCINNATI, 
THE “CONVENTION CITY,” NEAR THE CENTER OF THE 
UNITED STATES. AN OVERNIGHT RIDE FROM 60°; 

OF THE TOTAL POPULATION OF THE 
UNITED STATES AND CANADA. 


1. Cincinnati is one of the metropolitan cities 
nearest to the center of population of the United States. 
It has, within one hour from the city center, a popula- 
tion of one million, and all the facilities and attractions 
of a first-class convention center. It is locatetl very 
close to the center of our Association membership. It 
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GOOD SAMARITAN GENERAL HOSPITAL AND NURSES’ HOME, CINCINNATI, OHIO. 


One of the finest Catholic General Hospitals in America. 
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has some of the leading hospitals of the United States, 
and is, moreover, an important center of educational 
and religious activity. 

2. Cincinnati has unsurpassed rail, water, and 
motor highway connections to all parts of the country 
and is a short overnight ride from 65 per cent of the 
total population of the continent. From the transpor- 
tation, time, and expense standpoint, it is probably the 
best city for the majority of delegates and exhibitors. 

3. The Cincinnati Music Hall, as now being 
rebuilt at a cost of a million dollars, most nearly meets 
the special requirement of our particular type of con- 
vention. No other city has been found with an audi- 
torium providing the three separate but related sections 
indicated above. 

Attendance 
The attendance at the annual conventions of the 


Catholic Hospital Association has been steadily increas- 
ing, the last at Milwaukee, June 20-24, 1927, being by 
far the largest and most impressive in the history of the 
organization. The Cincinnati convention of 1928 will 
possess all the professional attraction and interest of 
the new “clinical-congress” 
form, beautifully arranged in a magnificent building 
near the center of Cincinnati, a metropolitan city of 
special interest to the hospital field. We may con- 
fidently expect an attendance far in excess of any 


plan in a much improved 


previous convention of the Association. 
Cincinnati as a Convention City 

Cincinnati enjoys an excellent reputation as a con- 
vention city, and each year entertains a larger number 
of important national conventions, representing profes- 
sions, industries, and corporate groups. It is well sup- 
plied with substantial and excellently managed hotels 
which have a policy of consistent courtesy and fair 
treatment. The city itself is one of unusual beauty in 
setting, due to its location in a series of valleys leading 
to the Ohio River, and commanding from its heights 
magnificent views of the Ohio Valley. 

Of especial interest to the Catholic Hospital Asso- 
ciation is the fact that Cincinnati possesses a distin- 
guished group of hospitals representing nearly all 
phases of ultramodern hospital service. The Good 
Samaritan General Hospital has recently celebrated its 
diamond jubilee, and with the enlargement of its prin- 
cipal buildings and the addition of a magnificent chapel 








THE UNIVERSITY OF CINCINNATI. 
One of the largest municipal universities and one of the first 
cooperative universities. 


and nurses’ home, easily ranks among the finest hos- 
pitals of America. St. Mary’s Hospital likewise has a 
long and splendid record of service to Cincinnati and to 
Ohio. St. Francis’ Hospital for Invalids is well known 
for its service to a difficult class of patients. St. Eliza- 
beth’s Hospital in Covington, just across the river in 
Kentucky, is one of the outstanding hospitals in that 
state. Cincinnati is, moreover, a strong center of 
Catholic religious activity, education, and social work. 
There are also important non-Catholic institutions of 
great interest to the hospital delegates, including the 
Cincinnati General Hospital with 32 buildings costing 
$4,000,000, possibly the finest municipal hospital in the 
United States. In addition there are the Bethesda 
Hospital, Christ Hospital, the Cincinnati Jewish and 
the Children’s Hospitals, all of them having excellent 
facilities and staffs, and the reputation of splendid 
service to the patient. Cincinnati has been famous for 
years as a center of educational, artistic, and musical 
achievement, and its university is internationally known 
as the first and one of the largest cooperative univer- 
sities. The Art Academy and Museum houses one of 
the finest collections of paintings in America, and the 
Cincinnati Symphony has an international reputation. 
These institutions are conveniently located in a setting 
of unusual beauty and will afford to the visiting dele- 
gates ample opportunity for entertainment and interest 
outside the convention hours. 
Convention Building 

The Cincinnati Music Hall, which will house the 
convention and congress, is one of the most famous 
musical, dramatic, and convention centers of America. 
It is now being extensively enlarged, modernized, and 
redecorated at a cost of a million dollars and when 
finished January 1, 1928, will be one of the most com- 
plete convention and community centers now available 
in the country. The building consists of three principal 
blocks or wings under one roof and located only seven 
blocks from the center of the city on the principal car 
line and on the principal motor boulevard. The central 
block contains a beautiful theater seating 3,600 with 
one of the largest and most complete stages in America. 
Entry to this theater is through a two-story foyer, 40 
feet wide and 160 feet long. For our convention this 
foyer and theater will be entered from the south exhibit 
hall. The north wing will be used for commercial 
exhibits and clinics, clinics being entered from—but 
separated from—exhibit area. The south wing is con- 
structed in two great open floors or halls, the lower 
having a concrete floor and two rows of columns, the 
upper having a maple floor with a clear-span steel truss 
roof. The first floor will accommodate the commercial 
and technical booths, together with reception, informa- 
tion, and executive offices. ‘The second floor will house 
professional clinics, educational exhibits, publications, 
and the restaurant and restroom facilities for delegates. 
The foyer above noted will accommodate 33 commercial 
exhibits between the south exhibit hall and the main 
meeting hall. All clinics will be arranged in rooms on 
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the first and second floors of the central or theater 
block, on the second floor over the south exhibit hall, 
and in the west end of the north wing. The east one 
half of the north wing will be occupied by a group of 
commercial booths, adjacent to but separated from 
clinics in this room, also registration booth and Hospital 
Exhibitors’ Association reception room. 


Improvement of Clinical Plan 
The Milwaukee convention established 


question the interest and value of the clinical-congress 
plan from the professional and commercial standpoint. 
This plan will be retained with the improvement of 
locating clinics and exhibits in separate rooms, the 
clinics to be in immediate touch with both the general 
meetings and the exhibits. The program itself will be 
reduced and intensified with fewer meetings and more 


beyond 


assured attendance at each. 

Every effort will be made to make the clinics fully 
representative of the various departments of the modern 
hospital in action. These clinics will be set up by the 
faculty of the College of Hospital Administration, 
assisted by expert representatives from the various com- 
mercial firms and manufacturers exhibiting in the 
convention. The program will be very carefully studied 
to develop those phases and problems in each depart- 
ment of current interest to the hospital executive. The 
clinics will be conducted by physicians, surgeons, spe- 
cialists, technicians, nurses, experts, and consultants 
from the various professions and industries serving the 
hospital. Particular interest will be elicited by a pros- 
pective group of hospital interiors, exemplifying the 
latest developments of interior art as applied to hos- 
pital practice. A tentative outline of clinics is shown 
below: 

1. Administration and Case Records. 

2. Room and Ward Service and Equipment—“Art 
in the Hospital.” 

3. X-ray Laboratories. 

4. General Surgeries and Anaesthesia. 

5. Special Surgeries. 

6. Obstetrics. 

7. Clinical and Pathological Laboratories (in- 
cluding electrocardiograph and basal metabolism). 

8. Physical Therapy. 

9. General Housekeeping and Supplies. 

10. Dietetics. 

11. Hospital Architecture and Engineering. 

12. Emergency and Industrial Surgeries. 
Cooperation from Association Members 

The successful execution of so large a convention 
and congress scheme will depend in a very great measure 


upon the cooperation of the members of the Catholic 
Hospital Association. Particularly important will be 
their personal attendance and interest as indicated to 
both the executives of the Association and to the com- 
mercial exhibitor who to a large extent makes such a 
convention possible. The officers of the Association, 
therefore, earnestly solicit the active and personal in- 
terest of every member in the full success of this meet- 
ing. Hospital superiors and mothers general are urged 
to plan their budgets and schedules for 1928 to permit 
an unusually large attendance. 

THE FOURTH ANNUAL CONVENTION OF THE 

INTERNATIONAL GUILD OF NURSES 
Rev. E. F. Garesché, S.J., Gen’l. Spiritual Director of the 
Guild 

N connection with the thirteenth annual conven- 
tion of the Catholic Hospital Association and the second 
annual hospital clinical the International 
Catholic Guild of Nurses will hold its fourth annual 
convention at the Cincinnati Music Hall, Cincinnati, 
Ohio, June 18 to 22 inclusive, 1928. According to pres- 
ent plans the members of the Guild will be free to attend 
the sessions of the hospital convention and the clinics 
of the congress during the daytime, while the regular 
sessions of the nurses’ convention will be held during 
the evening in the beautiful theater which has a capac- 


congress, 


ity of nearly 4,000 persons. 

It is hoped that this fourth convention of the Guild 
will surpass in interest and attendance any hitherto 
held. 
est and approval, but this year a still more interesting 
series of subjects will be discussed at the convention. 
Each chapter of the Guild is requested to make arrange- 
ments to send delegates to the convention and besides 
to encourage as many members as possible to attend. 
Ample provisions will be made for the accommodation 
of nurses and they will find much of interest and profit 
in the city of Cincinnati both in the line of Catholic 


The program last year attracted universal inter- 


hospitals and of public institutions. 

The interesting location of Cincinnati on the 
borders of two states, its charming suburbs, its musical 
and artistic facilities, all make it a pleasant place for 
the members of the Guild to spend a few days of vaca- 
tion before or after the sessions of the convention. 
Those who arrange to attend the convention will find 
themselves amply repaid and those who miss this oppor- 
tunity, when they might have made arrangements to 
come, will probably have occasion for regrets. We wish, 
therefore, to see a very large and enthusiastic attend- 


ance. 





WATER FRONT AND SKYLINE OF CINCINNATI ON THE OHIO RIVER. 





THE EDITOR’S PICTORIAL NOTEBOOK 


























1. Poor Handmaids at Indiana Conference, I. C. G. N.; 2. Delevates to Indiana Conference; 3. Delegates to Indiana Conference; 4. Poor 
Sister of St. Fra at Indiana Conference; 5. Nurses at Day of Recollection, Cenacle Convent, Chicago; 6. I. C. G. N. Retreatants at Cenacle, 
October 30, 1927; 7. Retreatants at Cenacle, October 30, 1927; 8. Officersof I. C. G. N. at Cenacle; 9. Sisters of the Holy Cross at Indiana Con- 
ference; 10. Bandage Makers, St. Mary’s Hospital, Minneapolis; Minn. 
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Why the Hospital Library? 





Gladys Wilmot Graham, Librarian, St. Margaret Hospital, Hammond, Ind. 


Biooxs: Perhaps there is no better reason for hav- 
ing them in hospitals than because of the fact that they 
act as a therapeutic agent in the gentle art of healing. 
This. however, has been said so many times and in so 
many different ways that one is apt to weary of the 
appellation. Rev. E. F. Garesché, S.J., in a recent 
issue of Hosprrat ProGress, spoke of them as “quin- 
tessences of great souls.” Indeed they are these, and 
where more need for them than in a hospital ? 

All of which reminds one of how, when the ancient 
Greeks recognized but four elements, the Pythagoreans 
added a fifth—quintessence. This, they said, flew up- 

eward, and out of it the stars were made. Books then, 
‘are logically called “quintessences”: stars in the firma- 
ment of intellectualism. And, if poets can walk in the 
way of stars, why may we not trot right along with 
them? To read a well-written book is precisely as 
Father Garesché has suggested: to absorb the quintes- 
sence of a great soul and walk with it in the restorative 
atmosphere of the heights to which the author has 
climbed. 

tealizing this, and what books can do for man in 
divers ways, the executives of St. Margaret Hospital at 
Hammond, Indiana. have organized recently a circulat- 
ing library. This is not a new idea in the hospital 
field. but it is a new venture for St. Margaret’s. With 
Sister Mary Florina, R.N.. 
at this hospital, the idea had long been a little seedling 
of hope awaiting the unfoldment. Now, with the co- 
operation of the student nurses of the class of 1930 
and the Hammond Public Library, this little seedling 
has become a healthy plant: it has become a reality of 


superintendent of nurses 


no small moment in the progress of hospital adminis- 
tration. 

For a long time those in charge had realized that a 
library for the sick would be an active, potential force 
which would reach out and quicken the lives of bed- 
ridden individuals, and it fired them with enthusiasm. 
They knew that dragging hours could be ripened into 
fruits of regenerative thought by the stimulation read- 
ing of the right kind can give. 

There is no rumble-bumble world of petty howlers 
at this hospital now. Little children giggle over pic- 
ture books for long stretches at a time without murmur- 
ing about their atrophied members. It should be 
understood that hospital library work is not complete un- 
less adequate attention is given the children. Colored 
cut-outs from old magazines make excellent scrapbooks. 
These cut-outs are sometimes merely pinned upon the 
screens to amuse the children and add a bit of color to 
an otherwise drab room. 

In the men’s ward one man told the librarian that 
he had read so interestedly the last book she had given 
him that he forgot he had any pain in his back. Another 


was too busy with his Zane Grey novel to want any 
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supper. Glorious rejuvenators, these bracers of the 
mind; these “quintessences of great souls!” 

It would do anyone’s heart good to see a little old 
man traveling again the road of youth and chuckling to 
himself over “Jack and Jean” or “The Adventures of 
Huckleberry Finn.” Someone has wagered that Rev. 
J. M. Nickels, the resident chaplain, got his good nature 
some such way as this. Anyway, St. Margaret’s is a 
jolly place these days. The wheeler of the cart—the 
book cart—has become a veritable Pied Piper of Ham- 
lin, or should we say H7ammond, such a scurrying and 
a stumping and a crowding for books. The paralytic 
wants “Das Grosse Heimweh,” but he eagerly accepts 
Sven Hedin’s “Von Pol Zu Pol,” after being told that 
homesick books are not distributed. ‘The little pale lad 
may have “Two Years Before the Mast,” by Dana, if 
he wishes it, but ten chances to half a one he may be 
seen wabbling away in his wheel-chair with face aglow 
just because he has “Hans Brinker” tucked carefully 
under one slender arm. «The restless boy with a broken 
leg wants to devour all the Tom Swift series at once, 
but Jules Verne’s “Mysterious Island,” or Stevenson’s 
“Treasure Island” will help his stride until he thinks 
the weight that keeps his broken bones in line is a 
weight of gold. This is what counts. 

Public libraries were much too slow in seeing the 
need of books for the hospitalized sick, but they are 
seeing it today. History dates back principally only to 
postwar times when libraries and hospitals saw the need 
of bedside service in the way of books for returned 
soldiers. In a statement made in 1922 by Edith 
Kathleen Jones, general secretary of the Massachusetts 
Department of Educations’ Public Library Division, she 
said that McLean Hospital at Waverley, Massachusetts, 
was the first to insist on the value of an organized 
library in the hospital, with a resident librarian in 
charge. She further stated that it was in 1904 that 
this service was first installed, and that it was later 
reorganized after the war. Then followed, in the same 
year, the institution of regular bedside service of books 
to patients by the Massachusetts General Hospital at 
Boston. But not until the men returned from the 
world war did anyone fully appreciate what this service 
can do for shattered nerves and crippled bodies. It was 
the somberness and pain in their drawn faces that 
awakened this call to action on the part of those who 
had remained at home. The American Library Asso 
ciation had established and maintained libraries and 
librarians in every army and navy hospital, but this 
only served to stimulate a greater demand for books 
among the sick. It was not enough. Sympathy was 
called forth from every direction. No longer did these 
young gallants of war wear youth like a gay plume; 
they came home writhing, twisted creatures of self- 


sacrifice, often with a mental twist. In this condition 
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more than ever they called for books, and more than 
ever they got books. But they called for recreational 
reading and not for the so-called “high-brow stuff’ that 
took profound delving, even for the five per cent, to 
secure assimilation. 

Following such logic it is impossible to conjecture 
even that this calling to meet the 
moment’s need can be termed an American decadence, 
as some American writers would have us believe. It is 
rather but the way of God in halting a too furious on- 
One cannot for long brew tea from carpet 


for recreation 


rushing. 
tacks, as it were, and drink that bitterness which is 
distilled from so great an overstraining of the nervous 
system without feeling the need of recreation. In keep- 
ing step with a paradoxical civilization, receational 
reading acts as a lubricant. Much less then can the 
academic sphere of a book be reckoned in the hospital. 
Here, there is no longer the criteria of what constitutes 
according to university standards the “good” book. It’s 
whether it fills the void that counts. What matters if 
patients call for what is commonly called light fiction 
providing the book is not demoralizing and meets the 
mood of the patient? If a book fails to attract him 
and keep him interested it becomes utterly of no account. 
It is quite possible that some homely, accustomed book 
would outwit the child’s fearful brooding over a pros- 
pective operation or carry him on into a sea of dreams 
once he is on the road to recovery. Let the man on the 
upper floor who delights in special editions have his 
particular copy of Rostand’s “Cyrano de Bergerac,” and 
let those who wish, follow the unruffled dignity of 
Cervantes’ “Don Quixote” through all his foolish 
absurdities, even to his tilting with the windmills. Or 
there inay be a sick mechanic who prefers to dream in 
terms of gears and crankshafts, or even electrostatic 
voltmeters. Give him books on the construction of 
engines and airplanes and watch him turn sunwise. 
Such service as this knows no prejudices; its purpose 
being solely to implant in the human heart some en- 
couragement. Its virtue is but its charity to the sick 
and to the afflicted. 

Often when the cart pauses at the Sister supervisor’s 
desk for instructions a note of enthusiasm will be rife 
as to so-and-so’s feeling much better today. She was 
kept too busy reading to ring the bell for her wants. 
The doctors will pause and examine the books. Take 
this to so-and-so is hinted again and again. Doctors 
used to think that when they performed successful 
operations their work was done. If the patient died 
of homesickness afterward it was none of their con- 
cern. Now they know that a hospital must take care 
of a patient’s mental health as well as his physical health 
during convalescence, and they have found that whole- 
some books have done more than anything else to keep 
him happy. 

There is wholehearted cooperation at St. Margaret’s, 
for everyone is interested in books. Sister M. Fulgentia, 
superioress of the hospital, wears a smile always. The 


nurses and the employees waste no time in passing on 
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to the librarian their own needs in reading matter as 

well as the needs of the patients. There is a first-class 
medical library, and the doctors take advantage of this. 
Books are charged to the room numbers when they are 
to be read by the patients, and in the names of nurses, 
doctors, and the various attaches of the hospital, but 

no borrower’s cards are needed. The books are classi- 
fied according to the Dewey decimal system. When 

books are left in rooms by patients the nurses pick them 

up and put them in the linen rooms on the different 

floors or bring them back to the library when they come. 

This room is located on the first floor of the nurses’ 

home. Here, there is a bulletin board to acquaint 

everyone who enters with the activities of the hospital 

and also to display quips and cuttings of interest, an- 

nouncements of new books, etc. This, indeed, is the 

very mouthpiece of all the flux and fluff of the goings-on. * 
There is also a magazine rack in this room carrying the 

current periodicals. 

Although a circulating cart makes its rounds twice 
each week, the nurses are glad to assist in the distribu- 
tion of the books because when their patients are en- 
grossed in reading there is less of a demand for unneces- 
sary attention. As for the librarian, someone has said 
that she must have special aptitude; that she must be 
peculiarly adapted to the work or she cannot be a hos- 
pital librarian. This, however, is a false picture. It 
does not take a highly specialized person to act in this 
capacity; it takes but an ordinary human being with 
sympathy as her keynote. She must be a provider of 
cheer and have some ability as a book dietitian, but 
humanitarianism and sympathy are more than these. 

Now, what of the future of the hospital library? 
That, may it be said, is assured because it has played no 
part in any disintegration ; it has concerned itself solely 
and centrally with the onward adventure of an integral 
development. Notwithstanding, there still remains the 
question of how to add to the collection of books. St. 
Margaret’s has an effective plan of getting donations 
and of cooperating with the public library. There are 
many people who are willing to give their older books 
to a worthy cause. The question is how to reach these 
people. A hospital that takes in county patients can 
ask for books from all sources without feeling that it is 
accepting charity; in reality it is dispensing charity in 
a high way. With small donations it is easy to start a 
hospital library in any town of normal size. Some plans 
of seeking assistance might be put to the medical asso- 
ciations; drives may be put on through the different 
clubs of the city; tag days may be instituted; candy 
sales of candy made by the nurses fattens the library 
purse. Many are the ways and means through which 
the good work may be started and carried on, but how- 
ever it is started it must be carried on through individual 
sources. The state librarian is always ready and will- 
ing to offer suggestions that are helpful in the arduous 
task of organization. When the germ is planted the 
project grows. Other hospitals have brought their 
libraries up to complete growth from almost nothing; 
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St. Margaret’s is doing it. One of these days it will 
be possible to count on the ten fingers the hospitals 
that have not installed libraries with a healthy stock of 
books in them. 

But this means work. And the problem of the 
wherefore of such a work is but the realization of the 
need. It will then follow that cause and effect will 
blossom forth into the completeness of reality. There is 
no need to analyze it. Did anyone ever get anywhere 
by trying to analyze the beauty of a perfect flower or a 
dazzling star’? ‘To attempt such an analysis may lead 
one to the facts, but the truth is missed. And so it is 
with the question of why books for the sick: why these 
“quintessences of great souls.”” Like stars they but fill 
their own particular need and that is all there is to it. 
Smoke Studies by the United States Public Heaith Service 

Smoke in the atmosphere, especially when combined 
with mist to produce tog, brings about a very great 
lowering of the daylight. At the present time a great 
loss of light results in large cities from the effect of 
smoke. A study of the decrease of light by smoke, now 
being made by the United States Public Health Service 
in New York City, at the lower end of Manhattan Island 
where the air is very smoky, showed, an average loss of 
daylight due to smoke in January of 1927, on sunny days, 
ot 42 per cent at 8 o’clock in the morning, and of 18 per 
cent at noon. These amounts of loss of daylight decreased, 
as the year advanced, to 33 per cent at 8 a.m., and 6 
per cent at noon, in June. These figures are for clear 
sunny days; for foggy days, the loss is much greater. 
The loss of light due to smoke in the atmosphere is 
greatest early in the morning or late in the afternoon, 
and least at noon. As would be expected, the loss of 
light is greater in the winter than in the summer. The 
figures given show the great importance of getting rid 
of smoke in our great cities. Loss of daylight or the 
light rays, is not the only evil resulting from the presence 
of smoke in the atmosphere; smoke also eliminates to a 
much greater extent the ultra-violet rays which are so 
necessary for good health. 

The amount of light reaching us at different times 
of the day at different times of the year, and under 
different conditions of weather is of interest. Illumination 
is measured in a unit called the foot-candle, one foot- 
candle being the illumination on a surface at a distance 
of one foot from a standard candle. Records of daylight 
in Washington, D. C., have been made since July, 1924, 
by the United States Public Health Service. These 
records show that at noon on a bright day in midsummer 
the illumination seldom exceeds ten thousand foot-candles. 
In midwinter at noon on a bright day it seldoms exceeds 
3,500 foot-candles. The difference in illumination on sunny 
and cloudy days is illustrated by the average illumination 
for such days in December, 1924, and in June, 1925. In 
December the average illumination on cloudy days was 
found to be about 23 per cent of that on sunny days. In 





June this ratio was about 26 per cent. Great variations 
in daylight take place when small clouds pass over the 
face of the sun on a clear day. In such cases the light 
may fall from 9,000, or more, foot-candles to 3,000, or 
less, in one minute’s time, and return to the original 
amount during the succeeding minute. 

Large increases of light may be produced by the 
reflection of light from banks of white clouds to the north 
of the sun, and very great decreases by the heavy clouds 
of thunderstorms. 

Sunlight is of great interest and importance, since 
work in the office, shop, schoolroom, or on the farm is 
performed under it; and the preservation of eyesight, the 
general health, and the prevention of accidents, through- 
out childhood and adult life, are largely dependent upon 
having plenty of sunlight both inside and outside the 
buildings in which we live and work. 

Infant Mortality Reduced 

Of the forty-three states and the territory of Hawaii 
cooperating with the Children’s Bureau of the Department 
of Labor under the Maternity and Infancy Act, Pennsyl- 
vania, with the second largest population of any state, 
has the largest staff engaged in the work, according to a 
report just issued by the bureau. The Keystone State 
boasts of always having met the full available allotment 
of federal funds for maternity and infancy work, and as 
a consequence has reduced its infant mortality rate from 
88 in 1922 to 83 per 1,000 in 1926. The state held 6,623 
child-health conferences at various centers last year, at 
which 10,450 infants and preschool children were exam- 
ined. These state centers are organized by state workers, 
and a state nurse assists at the conferences. The nonstate 
centers are supported locally, but usually receive literature, 
records and help in organization from the state. 

“The outstanding features of the year’s work,” the 
report says, “were the operation of the health car sent 
through four counties in the summer for the examination 
of as many young children and infants as possible, the 
intercounty meeting of midwives, promotion of toxin- 
antitoxin work, and examination and correction of defects 
of preschool children who were to enter school in the 

” 


Particular stress is laid upon the supervision and in- 
struction of midwives in the coal regions which, according 
to the report, produced most satisfactory results. Stand- 
ards of practice have been raised and fewer deaths from 
sepsis have occurred in the practice of midwives than in 
previous years. Two physicians were detailed especially 
for this work in nine counties in the coal fields where the 
midwives, mostly of foreign birth, have their largest prac- 
tice. 

Since Maine and Kansas accepted the Maternity and 
Infancy act last spring, all states except Illinois, Con- 
necticut, and Massachusetts are carrying on the work at 
the present time. Records show 179,464 mothers and 
944,220 infants and preschool children reached by state 
work. 

“One of the greatest problems facing the states,” the 
Bureau report says, “has been the high maternal death 
rate. A reduction of maternal mortality would also effect 
a greater reduction in infant mortality than yet achieved. 
In 1925, six per cent of the counties in the United States 
were still without hospitals, and where hospital facilities 
— a large part of the public must be educated to use 
them.’ 
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WHAT BECOMES OF THEM? 

More and more effort and care is being given to the 
perfecting of our Catholic schools of nursing, and every 
graduate who goes out from our nursing schools repre- 
sents an investment of labor and effort on the part of 
our Sisters, which deserves a worthy return. Yet, as 
a matter of actual fact, how much do we know about 
the after career of our nurses? How many of our 
Sisters have to utter that sad sentence: 
and we lose track of them.” 

We know quite well that it is the nurses of whom 
the Sisters lose track who are most likely to meet with 
mishap in one way or the other. The nurses with whom 
the Sisters keep in contact are usually living useful lives. 
They work in the hospitals, in company with the Sisters, 
But it is 


“They go out 


and their religious interests are safeguarded. 
among the sad number who go out and of whom we lose 
track, that the failures and lapses occur. 

Surely it is our duty to do everything we can to 
perfect a system by which we can keep track of our 
graduates. The individual schools of nursing find this 
almost impossible. Their alumnae travel all over the 
face of the land. Today they are in San Francisco and 
the next year they may be in Seattle and the next year 
they may be found in New York. How can individual 
schools, no matter how large, keep in touch with such 
travelers? It is for this reason that the International 
Catholic Guild of Nurses ought to have a special appeal 
to our Sisters. It is trying to do for the graduates 
what the individual schools can never do. If only well- 
organized and active chapters of the Guild are estab- 
lished in all the principal cities, then it will be possible 
to keep track of your graduates in far greater num- 
bers.—F. F. G. 


== 
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PROCRASTINATING 

“Never do today what you can just as well put 
off for tomorrow” is the maxim of the procrastinator, 
and he has also changed in similar fashion all those 
proverbs which exhort us to be early and prompt. He, 
therefore, puts off from day to day everything that is 
not urgently necessary. 

Too many hospital workers, burdened as they are 
by necessary tasks, fall into the habit of procrastination. 
Not, indeed, in regard to necessary and essential things, 
but concerning the finer and more beautiful aspects of 
their work. They never postpone such things as heating 
and food supplies, necessary equipment and help, but 
they do put off attending to the needs of the mind and 
the spirit, the wants of the higher life in hospitals. 

Visit a new, splendidly equipped hospital and you 
will be shown the beautiful operating rooms, a hand- 


somely equipped kitchen, nicely furnished rooms, the 
latest devices for service. Then ask “Where is your 
library?” Perhaps you will receive the answer, “Oh, 
we are putting that off until we have more time; we 
expect to have a very fine library some day.” Return 
in six months and you will find that the process of 
procrastination has continued and become intensified. 
The books are still notable by their absence. Their pur- 
chase is being postponed from day to day, from week 
to week, from year to year. You are shown the fine 
auditorium... “Is it much used?” “Not very much, 
just now, except for classes, but we are going to have 
lecture courses, some inspirational conferences, some 
health talks for the public.” Again, in a year or so, go 
back again and find that these also have been postponed, 
and postponed, and postponed. 

The same thing is often true about organizing a 
social-service department, helping the medical missions, 
organizing the International Catholic Guild of Nurses, 
things which may be postponed without material dam- 
age but not without spiritual loss. Why should these 
things be postponed? Is not the life more than the 
food and the body more than the raiment? Shall we 
suffer it to be said that our diligence is all for the things 
of the body and our procrastination is mostly concern- 
ing the things of the soul?—£. F. G. 


THANKS 
From time to time kind appreciations, commenda- 








tions, and expressions of interest and approval of Hos- 
PITAL Procress drift into the editorial rooms. Some- 
times these pleasant and encouraging remarks come in 
letters, at other times they are expressed in speech. 
They are all welcome and useful far beyond what the 
kind friends who send them realize. 

The work of directing a magazine may be compared 
in some sort to talking over the radio. When one enters 
the broadcasting room, the silence is oppressive. Not 
a hint of the vast audience that is listening in, but only 
the little microphone. 
lessly inadequate to spread the speaker’s voice abroad 
to the listening throngs. You begin to talk and are 
conscious of a silence all about you, which is only pierced 
Is anybody 
listening? Is your voice getting out on the air? What 
does the vast audience, scattered through the towns and 
cities, think of what you say? Are you interesting any- 
one? Are you doing any good? Only a vivid imagina- 
tion can show you any part of that hidden audience 
that is “listening in.” When you have finished broad- 
casting, the announcer cheerfully informs you that you 
have been talking to about fifty thousand people, but 
you cannot believe it. Then, scattering telephone mes- 
sages, telegrams, and letters begin to pop in from this 
place and that, from near and far and you think to 
yourself, “It has been worth while after all. I am 
One does reach and help a 


This magic box seems so hope- 


by the familiar tones of your own voice. 


going to broadcast again. 
lot of people.” 

So, too, the editor in his sanctum reads articles, 
corrects proof, writes editorials, labors in his broad- 
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casting room to prepare a magazine which will help, 
interest, inspire. ‘The issue goes through the press, 
passes into the mails, travels to the four winds and 
still there is silence. How many persons has one 
reached and helped? How many have read those care- 
fully printed pages? Then come kind comments, letters 
of appreciation, messages of good will and interest and 
the editor says to himself, “it is worth while after all,” 
and feels encouraged to go forward with work that has 
proved helpful, interesting, welcome, inspirational. It 
is only the more generous, enthusiastic, kindly charac- 
ters that will thus write in or speak their commenda- 
tions, but just as the comparatively few messages to the 
radio speaker indicate to him the attitude of the many 
thousands of silent listeners, so the kind messages of a 
few interested readers convey to the editor that he has 
helped thousands of others. Those who write, therefore, 
and offer helpful comments, suggestions, constructive 
criticism, deserve a great deal of credit. God bless 
them !—E. F. G. 


—_—f—— 


THE STAGNANT HOSPITAL 

Water must keep in motion to remain healthful. 
Living water when it begins to stagnate and rest mo- 
tionless in ponds and swamps, begins to fill with the 
elements of decay. Shakespeare speaks of men, “whose 
faces cream and mantle like a stagnant pond,” and the 
vivid figure brings before us one of these motionless pits 
of water where torpid vegetation curdles the waters. 
There is no life nor motion, nor sweetness, in such a 
pond. 

Hospitals are like waters in this respect, that if 
they stand still they stagnate and lose their life and 
wholesomeness. A stagnant hospital is a hospital where 
there is little effort or energy for improvement. Things 
remain perfectly the same from day to day and from 
year to year—-there is no zeal nor enthusiasm for new 
ideas. The currents of progress sweep by the hospital, 
but never eddy through it. It is quiet and self-satisfied 
with the placidity of decay. To stir up such a hospital 
is an important service to the community and to its 
workers. 

Some hospitals that were once excellent begin to 
stagnate when they live too much on their past repu- 
tation. Competition, or change of officers, or an inspec- 
tion by some national society, or some other exterior 
influence, is often needed to rescue the hospital from 
stagnation, and to set the water of progress flowing 
healthfully through it once again.—Z. F. G. 

eo 


THE ENCOURAGING SPIRIT 
With the improvement of medical education and 


the increasing facilities for study and research which 
our hospitals offer, the one thing needed now to bring 
about great progress in medical discovery is the proper 
encouragement of the younger members of our staff. 
We often fail to realize the great importance of encour- 
aging them and making them feel by our helpful and 
expectant attitude that we look to them to do good 





and important work in their chosen field. Research has 
its tedious moments and its discouraging times when 
the young worker especially is tempted to give up try- 
ing. All the easy things have been discovered already, 
and there is no use expecting some sudden happy acci- 
dent to reveal new secrets of diagnosis and cure. Mod- 
ern research has to be carried on through painstaking 
fidelity in small details, and men and women need 
encouragement to keep them at such work. 

The hospital authorities can do a great deal to 
encourage members of the staff to do their very best 
in research, not only by supplying everything needful 
and of the best quality, but by speaking kindly words 
of encouragement and exhortation which will cheer on 
the young workers to do their best. Then, too, the 
hospital administration can see to it that the older 
members of the staff take an encouraging attitude, or 
at least avoid anything that would discourage the young 
worker. 

As to the members of the staff, they, of course, can 
do very much by their kindly, appreciative attitude, to 
make the younger men feel that they have great possi- 
bilities of achievement if only they will work hard and 
faithfully. They can give advice, they can point out 
useful paths of effort. They can make helpful observa- 
tions and give useful criticism out of their own larger 
experience. This attitude on their part will bring them 
as much advantage as it will give to the younger men, 
for encouragement is much like mercy, blessing him who 
gives and him who receives.—Z. F. G. 


_—_ jp 


THE HOSPITAL WITH A FARM 

Some of our hospitals maintain a farm for the 
benefit of their patients and personnel, a farm whence 
fresh milk, fresh vegetables and fresh eggs are sent to 
the hospital kitchen. Some of the hospitals say that 
besides supplying a fresh, wholesome, variegated diet, 
taking away the temptation of making too much use 
of canned goods, such a farm results also in a sub- 
stantial economy to the hospital. Even after the farm- 
hands have been paid, and the running expenses, inter- 
est, or rent have been taken into account, the farm still 
shiows, they declare, a goodly balance on the credit side 
of the ledger. 

This is an interesting suggestion for those hospitals 
which have not yet considered getting a hospital farm. 
It will be necessary, of course, to have a competent 
farmer and necessary, too, to see that all the surround- 
ings of the farm are hygienic, but, after all, this will 
not be so very difficult. Perhaps, in some cases, it might 
be useful to have a convalescent home in connection 
with the farm, where patients who are not ill enough to 
remain in the hospital, but are not strong enough to go 
home, will be able to recuperate in the fresh air 
and country sunshine. Those hospitals which are in 
smaller towns might acquire a farm near by on the out- 
skirts of town where it would be easier to supervise the 
workers. All in all, it is a pleasant suggestion and has 
some interesting possibilities-—Z. F. G. 








The New St. Joseph’s Hospital, Hot Springs, Arkansas 




















THE NEW ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 
Building on the right is the home of the Sisters and Student Nurses. 


) ry December 6, was a great day for Hot 
Springs National Park, Arkansas. On that day occurred 
two important events—the dedication of St. Joseph’s, the 
new million-dollar hospital of the Sisters of Mercy, second 
to none in the country and the coming of His Eminence, 
George Cardinal Mundelein, of Chicago, to officiate at 
the dedication, this being the first time that a cardinal 
has visited the state of Arkansas. 

Large delegations from the leading cities and towns 
of Arkansas and many special parties from metropolitan 
centers joined the local throng for the occasion. The 
Cardinal and his party, composed of Archbishop John W. 
Shaw, of New Orleans; Bishop John B. Morris, of Little 
Rock, the host; Bishop Francis C. Kelly of Oklahoma 
City; Bishop John A. Floersh, of Louisville, Ky.; Bishop 
R. J. Gerken, Amarillo, Texas; Bishop R. O. Gerow, of 
Natchez, Miss.; Bishop Joseph R. Lynch, Dallas, Texas; 
Bishop C. Van der Ver of Alexandria, Louisiana; Bishop 
B. Jeanmard of Lafayette, Louisiana; Rt. Rev. Edward 
Burgert, O.S.B., Abbot of Subiaco Monastery; Very Rev. 
Msgr. A. P. Gallagher, Mena; Rt. Rev. Msgr. W. A. 
Aretz, S.T.D. of Little Rock; Msgr. Walter J. Tynin of 
Pine Bluff, many priests from all sections of the country, 
and laymen representing various organizations arrived 
on a special train. 

The dedication ceremonies took place in front of the 
new building. The Cardinal was the guest of honor at a 
banquet that evening at the Arlington Hotel, given by 
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FIRST FLOOR PLAN, 
ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 
Henry P. Hess, Architect, St. Louis, Mo. 
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the Hot Springs Chamber of Commerce. Covers for five 
hundred were laid. 
A Beautiful Building 

The magnificent new hospital is a modern fireproof, 
soundproof, five-story structure of reinforced concrete 
with grey mat-faced brick exterior and Bedford-stone 
trimmings and terrazzo floors throughout. Gothic designs 
have been emphasized in the architecture. 
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SECOND FLOOR PLAN, 
ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 
Henry P. Hess, Architect, St. Louis, Mo. 








The institution has a capacity of 158 beds. One 
hundred and eighteen of these are in private rooms and 
40 are in the wards where the charity cases are cared for. 
There are also three complete operating suites, a maternity 
department and nursery, ambulance receiving room for 
emergency cases, and a bath department for the adminis- 
tering of the United States’ mineral baths. 

The Floor Plans 

The building contains six dining rooms. On each 
floor is located a diet kitchen, service room, nurses’ station 
and record room, blanket and solution warmer, many 
supply closets, airing balcony, solarium, and a utility 
room equipped with incinerator, utensil sterilizer, and 
other modern facilities. Each floor is served by a mail 
chute, a clothes chute, and a signal-light nurses’ call sys- 
tem. There are two elevators centrally located and three 
stairways. 

There are 25 private rooms on each floor of the main 


wing except the first, where there are 18. Each pair of 
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THIRD FLOOR PLAN, 


ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 

Henry P. Hess, Architect, St. Louis, Mo. 
end rooms is provided with a bathroom between the two, 
and all the rooms have a lavatory and toilet with white 
tile floors and wainscoting. Some rooms have both bath 
and shower. There are a number of suites of two and 
three rooms each. These rooms have been attractively 
and comfortably decorated like the rooms of a modern 
hotel. Special color combinations have been provided. 
Each room contains a bed of standard height fitted with 
double-deck springs, thick-felted cotton mattress, and 
down pillows, a large dresser, a desk and chair, a night 
stand and a table lamp with parchment shade, a grip 
stand, an upholstered chair, and a rug of oriental pattern. 
The window draperies carry out the color scheme of the 
room. 

The reception room, office and several de luxe suites 
are on the first floor. The hospital laundry, boiler room, 
cold-storage and refrigerating plant which ‘supplies the 
ice boxes throughout the building are located to the rear 
of the center wing. Incidentally circulating ice water 
is supplied on every floor. The packrooms, cooling rooms 
and bath halls of both the men’s and women’s departments 


of the bathhouse which occupies the entire back center 
wing of the second floor are equipped with the most 
modern improvements; they have terrazzo floors and a 
six-and-a-half-foot white glazed-tile wainscoting. 

The north center wing of the third floor contains six 
dining rooms together with connecting serving rooms. 
These are for the bishop, guests, visiting priests, the 
Sisters, graduate nurses, and pupil nurses. The guests’ 
dining room is beautifully paneled in walnut-finished red 
gum. In the priests’ dining room is a beautiful reproduc- 
tion of “The Last Supper” of inlaid relief work built into 
the wall. The oftice of the superintendent of nurses and 
the nurses’ reporting room are also located in this wing. 

On the fourth floor are the charity wards, a complete 
maternity department, and also a nursery. All these 
departments are fitted with modern equipment and facil- 
ities. The wards are in units of 2-, 3-, 5-, and 7-bed 
capacity. The nursery is self-serviced and one of the best 
equipped in the country. 

The fifth floor is the operating floor. Equipment in 
the operating section is especially noteworthy, being of 























FOURTH FLOOR PLAN, 
ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 
Henry P. Hees, Architect, St. Louis, Mo. 
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the latest and most improved type. In these quarters are 
two major and one minor operating rooms, sterilizing 
rooms, X-ray department, and a cystoscopic room, as well 
as a laboratory containing all standard equipment, a 
pharmacy fully equipped, and a surgical-dressing supply 
room. Each of the operating rooms is provided with 
private scrub-up and dressing compartments for surgeons, 
visiting surgeons, and nurses, which are fitted with 
showers, lavatory, and locker. 

The feature of the sixth floor is a spacious roof garden 
with a red tile floor for convalescent patients. A beautiful 
view in all directions may be had from the roof garden. 

The service wing of the building contains, in addition 
to storage rooms and employees’ quarters, a large airy 
kitchen with white enamel side walls and red tile floors 
and a completely equipped bakery. 

Up-to-Date Equipment 

The building has many conveniences and attractive 
features: Every room is an outside room. The doors 
and windows throughout have flush-pattern, rounded, 
steel sanitary trim. There are cedar-lined linen closets. 
The doors and transoms are of beautiful birch finished 
in walnut. The nurses’ stations where the patients’ 
records are kept are centrally located. An electric nurses’ 
call system with announcer and signal lights has been 
installed. The tile and marble work has all corners and 
angles rounded and coved. The wards are equipped with 
wall night lamps which throw a soft mellow light. All 
kitchen equipment is set on sanitary marble bases. 

Steel furniture, finished in soft pastel shades and 
artistically decorated is in all the private rooms. Lovely 
oriental-patterned rugs give the rooms a “homey” touch. 
The parlors are furnished with upholstered suites of toupe 
mohair. The draperies are in keeping with the color 
scheme of each room. The solariums are most inviting 
with their hand-woven fiber furniture, upholstered in 
cheery bright colors. 

The hospital is beautifully located at a high elevation 
on a four-acre tract in the heart of the city and is set 
well back from the street. The grounds have been artisti- 
cally landscaped with a. pleasing arrangement of ever- 
green shrubs. 

Sister Mary Bernard, has devoted years of study to 
this product with the result that Hot Springs today boasts 
of one of the best hospitals of the age. In planning the 
building the keynote has been efficiency and completeness, 
without waste space of any sort, in order to provide the 
patients with every necessity and convenience that will 
help promote their cure. 

Henry P. Hess of St. Louis is the architect and Her- 
man-McCain of Little Rock were the general contractors. 
The architect’s personal representative was Vincent F. 
Shulte of St. Louis, and John A. Stolz of Little Rock 
was building superintendent for the contractors. 











FIFTH FLOOR PLAN, 


ST. JOSEPH’S HOSPITAL, HOT SPRINGS, ARK. 
Henry P. Hess, Architect, St. Louis, Mo. . 





History of the New Hospital 

The first actual step toward this wonderful and com- 
plete institution was made on Mercy Day, 1920, when the 
Sisters acquired adjoining property at $42,500. On 
October 29, 1924, additional property was purchased for 
$35,000, all of which was donated by friends of the Sisters. 
The final step toward the assurance of the new structure 
was indeed a clever plan, whereby 50 beds located in 
pay wards were underwritten by business corporations or 
individuals willing to subscribe $500 a year for five years. 
Plates bearing the names of the subscribers will be at- 
tached conspicuously to each bed and during the five-year 
period the subscriber shall have the right to occupy the 
bed in person or designate it to a friend in case of illness, 
without additional cost. Five of these beds have not as 
yet been underwritten. . 

The list of subscribers for beds follows: Missouri 
Pacific Railroad Company, 10; the late Charles Pfister, 
Milwaukee, Wisconsin, 6; Hot Springs Medical Society, 
4; Arlington Hotel Company, Hot Springs, 2; George A. 
Callahan, Hot Springs, 2; B. E. Sunny, Chicago, 2; Hot 
Springs Public Utilities, 2; John J. O’Brien, of Chicago, 
2; and the following for one bed: Archbishop John D. 
Glennon; the late Festus J. Wade, Henry P. Hess and 
August Schlaffly, all of St. Louis; Mr. and Mrs. Thos. 
Forscher, Edward S. Carry, Edward N. Hurley, and W. 
P. Murphy, all of Chicago; Daniel McCann, Evanston, 
Tll.; Mrs. Mary Crowley, Charleston, Va.; William G. 
Lamb, Michigan, N. Dak.; Mrs. Annie Norris Jones, Pine 
Bluff, Ark.; Harry A. Jones, John A. Higgins, W. F. 
Lake, the late Capt. C. N. Rix, Dierks Lumber and Coal 
Company, and the Eastman Hotel Company, all of Hot 
Springs. 

The story of the new hospital would not be complete 
unless special mention were made of the part played by 
the late Festus J. Wade, President of the Mercantile 
Trust Co., St. Louis, who engineered the financing of the 
project; also the time and substantial aid given the un- 
dertaking by B. E. Sunny of Chicago, and by Chamber 
of Commerce officials of Hot Springs; and the earnest co- 
operation given the project by Rev. Mother Evangelist, 
Sister Mary Bernard, and her untiring coworkers. 

Ground was broken November 24, 1926, and the 
corner stone of the building laid March 19, 1927, with an 
impressive ceremony conducted by Bishop Morris. 

Forty-six years ago the Sisters of Mercy came to Hot 
Springs. Their first work here was the opening of the St. 
Mary’s Convent on Whittington Avenue in 1880 by Sister 
Joseph, who passed away in Little Rock on December 8, 
1926. 

The Sisters of Mercy in Hot Springs 

Hospital work by the Sisters was first undertaken 
here in 1888, when the original unit of St. Joseph’s In- 
firmary, a six-story frame structure built at a cost of 
$10,000 and presented as a gift to the Sisters of Mercy 
by the late Rev. Daniel McGowan of Hot Springs. This 
project was opened on the Feast of Our Lady of Mercy, 
September 24, 1888. Mother Mary Aloysius and Sister 
Mary Claire were the first two Sisters to begin the work. 
Six months later Sister Mary Lucena and Sister Mary 
Rose were added to the staff. Later in the year Sister 
Mary Philomena, the only surviving member of the orig- 
inal group, joined the faithful workers. 

The second unit, a five-story brick and stone building, 
was built in 1903 at a cost of $110,000. While the Sisters 
had always cared for charity patients, it was in 1905 that 
a special charity ward was opened. This ward was made 
possible through a donation given by Miss Elizabeth 
Carton, Sister of the late Mother Mary Josephine. 

The first unit is to be razed and the second unit will 
be used as a home for the Sisters and pupil nurses. 








a 


— 


ore 








ee 








—— 


TOO 


tee an coke 


TT IT ys 














Conducted by Florence H. Smith, B.S., Department of Nutrition, St. Mary’s Hospital, Rochester, Minn. 
Suggestions and Correspondence Welcome, 























Charlotte Janes Garrison, Supt. Community Hospital, 


Geneva, Illinois 

Tue opportunity of presenting this very lively topic is 
appreciated by the author, who has had the pleasure of 
opening and organizing three county hospitals in a period 
of twelve years. One who has adapted new hospitals to 
meet actual working conditions reaches pretty definite 
conclusions about planning for food, and hopes to plan a 
hospital to meet conditions as they are in actual operation. 
No one thing seems so impressive as the obvious lack of 
general information of building committees on food- 
service requirements. Much has been written (the annals 
of the American Hospital Association are a veritable gold 
mine of information and the American Sanatorium Asso- 
ciation brings up food problems faithfully at every con- 
ference) but one is reminded of the remark on the 
weather “that a great deal has been said about it, but 
very little has really ever been done about it.” So it 
appears with planning for the thrice, and sometimes four 
times daily distribution of food to the hospital family. 
There are, however, signs of awakening that may reach 
the ears of those who are responsible for public-hospital 
construction. 

Unfortunately, hospital superintendents and dietitians 
in the past have had little or nothing to do with the plan- 
ning of buildings. A commission or board of trustees is 
empowered to erect a hospital. A group, then, accom- 
panied by the local architect, visits other hospitals. Some 
heed may be paid to the findings of this junket but more 
often the errors of other institutions are perpetuated by 
the architect who is totally unfamiliar with this new type 
of service. Or a physician whose efforts have brought 
about the new hospital or sanatorium may be retained as 
a close and confidential adviser of the board, whose mem- 
bers feel that he, as a physician, must have some occult 
power as hospital consultant. Very many times his advice 
is helpful; however, unless he has served a hospital in an 
administrative way his suggestions show the defect of an 
individual viewpoint. 

Happy is the hospital whose board selects a site after 
a proper survey of the community, and with the services 
of a consulting architect, and an early selection of an 
experienced superintendent. Thousands of dollars and 
months of precious patient’s days, before and after oc- 
eupaney, would be saved to communities which were so 
farsighted as to really plan construction. 

Food-service plans for the general hospital and the 
tuberculosis sanatorium are not dissimilar. More and 
more are tuberculosis hospitals planned for vertical trans- 
portation, with wings for ambulant patients who may be 
served from a main dining room. There will be more 
special diets in the general hospitals, but dietotherapy is 
finding its place in our better tuberculosis hospitals, in 
fact, is well advertised by our friends in the West who 
recommend their climate as well as their cuisine. Both 
types of hospitals are seeking food improvements, hot food 
hot, cold things cold, attractive trays delivered in the 
shortest possible time, so that the efforts of the kitchen 
may be appreciated. 

Why kitchens, dining rooms, and stores should have 


1Read before the American Hospital Association at Minneapolis, 
Minn., October 10-14, 1927. Released and publication authorized by the 


Association. 


had such indifferent consideration is a mystery, when it 
is conceded that from 25 per cent to 35 per cent of the 
hospital dollar is spent for food. No department affects 
more individuals, more hours of the day, nor traverses 
more hospital miles, than the dietetic department. Some- 
one has likened the kitchen to the heart of the organi- 
zation; the elevators, telephones, and dumb-waiters are 
compared to the arteries. Surely, so important a service 
is entitled to the thought and deliberation accorded to any 
scientific department, for is not the administration of 
food, especially in a sanatorium for tuberculosis, a scien- 
tifie procedure? 

For years the accepted type of food service depended 
on the main kitchen with floor diet kitchens in each 
nursing unit. Prepared in the main kitchen, food was 
conveyed by dumb-waiter in receptacles, emptied on a 
steam table, and again ladled out into trays and carried 
to patients. Later heated or insulated food earts, which 
contained food in bulk were hailed as an aid to serving, 
and the trusty steam table fell into disrepute. 

As far as can be learned, the first effort to make a 
central diet kitchen (entirely supervised by a dietitian 
and therefore responsible for all tray service, as well as 
liquid nourishments distributed without delay) was made 
at the Presbyterian Hospital of Chicago by Asa Bacon in 
1917. Since then several hospitals, notably the German 
Evangelical of Chicago, Herman Hospital of Texas, and 
St. Mary’s Hospital of Grand Rapids, have been built 
around the central kitchen. Through the efforts of Mr. 
Bacon and Mr. Perry W. Swern, the kitchen has come 
into its own as the center of the hospital. 


A recent visit to Presbyterian Hospital, where central 
food service has been built into an old hospital, is most 
illuminating. One says illuminating because of the very 
simplicity with which the principles of central service 
have been carried out. Dustproof tray racks, built into 
the walls, carry the 140 trays set ready for action. Heated 
covered soup bowls, coffee pots, covered bakers wait to 
receive the piping-hot food and drink. Cold _ plates, 
pitchers, butter chips and dessert dishes are frosting in 
the ample refrigerator boxes. Cold things first, hot foods 
last; toast, eggs, and coffee filled near the specially 
planned swift-running lift, and the 140 trays are with 
the patients in 45 minutes by the clock. Even the toast 
is hot when it gets to the farthest patient. Each tray has 
been checked by the dietitian. A special telephone, di- 
rectly communicates with the floors. No other business 
supersedes the fast delivery of trays to floors. Weighed 
trays are sent from a special diet kitchen after the general 
and soft diets have been filled. Nourishments are filled 
by requisition and sent likewise from this kitchen. Bulk 
foods come from the main kitchen, and special cooking 
is done by women under the direction of the dietitian and 
placed hot and individually on the tray. All through the 
ample refrigerators and warming closets of both kitchens, 
which adjoin, is emphasized the principle of hot things 
hot, and cold food cold, and speedy delivery to the patient. 
The advantages, Mr. Bacon says, are many. Best of all, 
the dietitian has complete responsibility of service and 
supervision, the food is delivered in better condition, the 
floors are relieved of food handling, and food waste has 
shrunk two ounces per day per patient. 
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Planning for food must take account of storage. A 
well-planned storeroom with proper grade entrance for 
receipt of boxes, barrels, ete., in fact all supplies, is in- 
dispensable. Automatic scales are being installed in many 
of our larger hospitals for correct weight of all incoming 
There should be ample hall room for checking 
Steel shelving is con- 


produce. 
shipments, and unpacking produce. 
venient and economical, as shelves are adjustable and can 
always be adapted to the uses desired. A place for every- 
thing and a perpetual inventory is necessary if a proper 
cost system is to be worked out each month. A dumb- 
waiter for daily supplies to the kitchen is a very helpful 
feature, if it can be afforded. 

Kitchen services should be planned with an eye to 
traffic control, and the services of an experienced and 
alert dietitian consultant should be secured while plan- 
ning. A very young inexperienced dietitian will be of 
far less help than an experienced superintendent, but for 
the important services that have to do with human equa- 
tions, the person who knows the department should be 
adviser. Location and kind of range, amount of refrig- 
eration space and placement, the place for vegetable room, 
bakeshop, and dishwashing room—these are questions of 
service that are of greatest importance. Red tile floors 
with rubber composition treads where traffic comes provide 
an ideal, cleanly floor that is easy to live with. An 
effective fan and suction system is especially necessary, 
so that odors may not cling to the rest of the building. 

Storerooms are lined with expensive equipment which 
overzealous salesmen have sold to uninformed building 
committees. A county hospital in a neighboring state 
was furnished on specification lists through the archi- 
tect’s office, and with. no consultation. A forty-bed hos- 
pital, with a very narrow badly-lighted and ventilated 
kitchen, was shown with obvious pride. Piled high was 
the heavy equipment, worthy of a hospital of a thousand 
beds. “Why, oh why,” one ponders, “was this moncy 
spent without consultation with someone who knows,” 
and the answer, “It is the public’s money and a public 
hospital.” 

The very best type of heavy-duty equipment should 
be purchased, with due consideration for the number to 
be fed, and possible expansion, and for the type of em- 
ployee who will use the equipment. Service on various 
articles of equipment is important, in renewing parts and 
securing prompt repair. Before trying out an expensive 
piece of equipment, the opinion of a practical restaurant 
man who has used it, may be sought. He, too, may give 
invaluable advice on placing for efficiency. All tables, 
breadbins, and cabinets should be of metal, and if it can 
be afforded Monel metal is a very satisfactory finish. 
Power peelers, meat and vegetable cutters, and electric 
beaters are proved labor and food savers, and their use 
is true economy. 

What may be done to improve food service in the 
hospital already functioning’ All hospitals cannot be 
adapted to the central-kitchen plan. Wherever this is 
possible, the improvement in service justifies the change. 
The person who makes a cake with infinite patience will 
cut it with loving care. So, too, will those whom the 
dietitian has to assist, produce the maximum results in a 
set-up tray which is to go direct to the patient’s room. 
There is much in favor of having the dietitian supervise 
the tray directly before sending it to the floor. 

Few of our great sanatoriums have taken the problem 
of serving food as seriously as the one presided over by 
the chief, Dr. Glen Bellis of Muirdale. Here a reorgani- 
zation of kitchens is contemplated, with the use of the 
will plan for a com- 


central-kitchen plan. Food routing 


plete set-up of the trays with cold articles on top of the 
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tray wagon, with tray set with hot dishes, and especially 
planned service so that hot things are served last, and the 
whole under the very special supervision of the dietitian. 
A very unusual tray wagon is contemplated, which will 
carry twelve trays at a time, is well insulated, and can be 
connected to any electric-light socket for additional heat. 
The of the wagon is for twelve trays 
(around $500), but the adoption and quantity production 
should produce them in time at a better figure. The serv- 
itg of trays under the watchful eve of the dietitian, 
instead of the often indifferent nurse, and the ability of 
the superintendent to fix responsibility for tray service, 
gives this plan much commendation. 

Planning for food service, especially in the sana- 
torium, must take into account the dining rooms for 
Very many sanatoriums 


cost excessive 


nurses, patients, and domestics. 
have planned dining rooms for both patients and nurses 
that are too small. Attractive dining rooms, well lighted 
with high ceilings, and excellent ventilation should be the 
rule. The atmosphere of the dining room is as important 
as the food that is served, and color and music add to the 
relaxation that should come at mealtime. At Muirdale, 
the funds from the profits of the supply store bought a 
magnificent Orthophonie Victrola which makes a very 
happy musical setting at the dinner hour. Various dining 
rooms at other hospitals include attractive as well as 
durable furniture and colorful hangings as part of the 
equipment. Nurses’ and domestics’ dining rooms must 
be ample to seat the present staff, and to anticipate en- 
largements, and should be as attractive as possible, as this 
represents a part of the only home possessed by the hos- 
pital worker. Whether or not the hospital should operate 
a cafeteria is a problem for the hospital superintendent 
and his board to decide, and preferably when making 
plans. The case for and against the cafeteria is admirably 
presented by Mr. T. B. Kidner in a reprint to be secured 
from the National Tuberculosis Association. Infirmary 
dining rooms for the bathrobe patient will fill a long-feit 
want on the part of the person who has spent many weary 
hours in company with his bed, and a tray. “If I could 
only put my feet under a table” is the natural plaint of 
such a patient. An improved appetite and psychology is 
the result of letting even a frail patient go to the dining 
room, and the small ward dining room may play an im- 
portant part in certain types of sanatorium or tuberculosis 
hospital. About 40 per cent of the average sanatorium 
population, it is estimated, go to the main dining room, 
the remainder, 60 per cent, may be tray or infirmary 
patients. 

The necessity for fresh attractive food in the sana- 
torium cannot be overestimated. With the long hospital 
residence, even the most patient patient finds his tray 
something to talk about. If we can, in intelligent plan- 
ning, shorten the route from the range to the patient’s 
bedside, with a resultant improvement in the serving of 
food, the work of trustees, architect, superintendent and 
dietitian will not be in vain. . 
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Some Problems in Urology and Their Lessons 


Cases at St. Mary’s Hospital, Duluth, Minnesota 


E. Z. Shapiro, M.D. 


\ Vi submit herewith a few impressions derived from 


the study of isolated cases from the urological service of 
St. Mary’s Hospital, Duluth, Minnesota. Each case em- 
phasizes certain known and well-established principles; 
however, it will quickly be seen that these principles have 
not been sufficiently impressed upon every one in practice. 
As for example, our first case wherein a man was allowed 
to carry a renal tuberculosis for ten years without a diag- 
nosis ever having been made. And a second case where a 
patient who had stone taken from the urinary bladder was 
never reexamined in the space of six years to determine 
new stone formation with the result that a stone had 
lodged at the left uretero-pelvic junction resulting in a 
septic pyelonephritis where drainage was immediately 
imperative but ended fatally nevertheless. Certainly by 
regular investigation at six-month intervals this 
could have been recognized before so much damage had 
been done and could have been removed with safety to 


stone 


the patient. 
Kidney Infection Spreads 

A well-known principle in urology is that kidney 
tuberculosis is almost always unilateral at first. Its treat- 
ment is surgical with an eventual cure of possibly 60 per 
cent, whereas if permitted to go on, the other kidney is 
certain to become involved and then the case is sure to 
end fatally. For example: Case number 102,393 had pain 
in the back, frequency and burning of urination ten years 
ago; consulted a physician at that time, was given treat- 
ments but was never investigated for tuberculosis of the 
urinary tract nor was he ever told that he had such a 
lesion. When seen by us ten years after his first symp- 
toms he had pain in the back, was urinating as often as 
five times in a half hour both day and night, and urine 
showed albumin and pus on different dates, one to four 
plus. A Roentgen plate taken of his kidneys, ureter, and 
bladder showed calcification throughout both kidneys to- 
gether with a calcified upper third of left ureter. A phe- 
nolsulphonephthalein test gave three per cent the first hour 
and five per cent the second hour, a total of eight per cent, 
whereas the normal should be about 60 per cent. He had 
a fixed Mosenthal 1.008 and 1.011. The first 
two-hour amount was 245 ¢.c. and the night urine 790 c.c., 
showing a marked impairment of renal function. The 
blood chemistry on admission showed urea 46 milligrams 
in 100 e.c., advancing on different days to 52, to 64, with 
The creatinin on admission was 5 milli- 


between 


a terminal of 68. 
grams in 100 ¢.c, of blood advancing on different dates to 
8.3, 7.5, 8.9, 6.24, with a terminal of 6.5. Besides all this 
he also showed a marked Pott’s disease of the 10th, 11th, 
and 12th dorsal vertebrae. Certainly there was nothing 
that could be done at this time. The kidney substance was 
almost entirely destroyed as shown by the P.S.P. test and 
the blood chemistry. The time to intervene in this case 
was ten years ago when he first had pain in the back and 
frequency of urination. At that time a thorough uro- 
logical investigation should have revealed a unilateral 
kidney tuberculosis and surgery at that time would have 
given this man a 66 per cent chance for cure. 

In contrast with the above case we wish to report: 
Case number 64,138. This patient came into the office 
with the complaint of burning urination and haematuria. 
She was sent to the hospital April 1, 1920, for investiga- 
tion. Cystoscopy was done. Each kidney was catheterized 
and urine segregated with the result that the right kidney 
showed blood and tubercle bacilli, whereas the left kidney 


appeared unimpaired, with a good function, sufficient to 
The dis- 


was 


carry on, and a nephrectomy was decided upon. 
eased kidney Tubercle formation 
found in different areas in the kidney. The patient made 
an uneventful recovery and has had no trouble whatever 
At no time has she had any fre- 
quency or burning of urination; no haematuria, no pain 


was removed. 


in the past six years. 


in the back; and a checking up done at this hospital six 
months ago reveals a good function of the remaining 
kidney as shown by the phenolsulphonephthalein test 
without any accumulation of nonprotein nitrogen in the 
blood. There is no doubt but that this case would have 
had an ending similar to the first one had not these con- 
ditions had the kidney been 


removed. These two cases are mentioned particularly to 


been recognized and not 
show the importance of early diagnosis of renal tubercu- 
losis and to emphasize that the treatment for early renal 
tuberculosis is surgical—that is, nephrectomy. 

It is not generally appreciated that there is a very 
close association between tuberculosis of the urinary tract 
and tuberculosis of the genital system in the male. The 
value of this observation lies in this: granting that a 
tuberculosis of the urinary tract is found and eradicated, 
if we do not at the same time locate the genital lesion, 
then we are leaving in the system a tuberculous process 
which is bound to end disastrously. These organs become 
involved: namely, the epididymis, the seminal vesicles, 
the prostate, and occasionally the testes, and the vas. 
It is obvious that once we diagnose a tuberculous lesion 
in the kidney in the male it becomes imperative that we 
investigate also the genital tract. 

To illustrate, we will mention the case of Mr. A. G., 
whose record is as follows: One year ago this patient fell 
against a wheelbarrow striking his right epididymis and 
injuring it. He had pain and swelling of the epididymis 
on the right side for about two weeks; after that period 
he returned to work. Nothing happened until he was seen 
by us one year after the accident at which time he com- 
plained of some soreness and tenderness in the right 
epididymis. Examination this to be nodular, 
tender, and inflamed. The left one was normal. We sus- 
pected possible involvement of the urinary tract although 
there were no The 
patient was admitted to the hospital for investigation. 
Segregated urines were obtained showing tubercle bacilli 
coming from the right kidney. The function of the left 
one showed that it was sufficient to carry on. The treat- 
Besides resection of the 


sh« »wed 


symptoms whatever to suggest it. 


ment here was clearly surgical. 
testicle, cord, and epididymis on the right side we also 
removed the right kidney. It showed multiple areas of 
tuberculous involvement and we obtained tubercle bacilli 
from certain foci of necrosis here. The epididymis and 
cord also showed tuberculous degeneration and after a 
rather prolonged sinus of the wound, the patient was re- 
ferred to a sanatorium for tuberculous cases. 

To show further the close association of pathology in 
the urinary and genital systems, consider Case number 
98,483. This man came to St. Mary’s Hospital April 22, 
1926, in a deplorable condition. He died on July 3, 1926, 
with a diagnosis of bilateral renal tuberculosis, involve- 
ment of both epididymes, both cords, seminal vesicles, and 
prostate, together with sinuses of both epididymes, and 
tuberculous strictures throughout entire urethra. Here 
again one cannot help but feel that had this case been 


diagnosed in its incipiency this patient might have lived. 
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In dealing with tuberculous kidneys we are impressed 
at times by the silent course of this disease—that is, the 
patient may go on with quite extensive destruction of the 
kidneys by the Koch bacillus without manifesting itself 
clinically. To illustrate this point we mention: Mr. A. J. 
This man was brought into the hospital October 5, 1926, 
as an emergency. While working with an emery wheel, 
it broke and a piece of it struck him over the praecordium, 
resulting in almost instant death. He was rushed to the 
hospital where it was found that he was already dead. 
A post mortem revealed in addition to rupture of the left 
ventricle which was the cause of his death, a marked, 
advanced tuberculous right kidney, an undescended right 
testicle, marked tuberculous involvement of the epididy- 
mis, and tuberculous nodules in the prostate. This man 
at no time in his life had any symptoms pointing toward 
involvement of the urinary tract. 

Stones Return 

A well-recognized principle in urology is that a pa- 
tient who had once formed a stone in the urinary tract 
is very apt to have similar experiences in the future; it 
follows therefore, that such patients should be investi- 
gated at certain regular intervals to detect a new stone 
before irreparable damage has been done. This is well 
illustrated in our Case number 103,772. This patient had 
a stone removed from the bladder by the perineal route 
six years ago and there had been a fistula at that point 
ever since the operation. At no time had he had any 
urological investigation since this operation. The patient 
was obliged to come to the hospital Nov. 12, 1926, on 
account of severe pain in the right kidnev area, chills, and 
fever ranging from 97 to 104, running a regular septic 
temperature. Urine showed pus two plus, albumin just 
a trace, X-ray showed stone in the right kidney region 
at the ureteropelvic junction. The phenolsulphonephtha- 
lein test taken showed 26 per cent for the two hours 
which.was reduced in two days to 16 per cent. He had a 
white count of 15,000 which gradually mounted. His 
blood chemistry showed urea 19 milligrams in 100 c.c. 
rising to 35 and a terminal of 75; creatinin showed 4 
milligrams in 100 ec. of blood on the first day going to 
5 with a terminal of 10. The blood pressure was 140/56 
and in spite of all that could be done in the way of fore- 
ing fluids the patient came to a disastrous ending. We 
recognized that the utmost conservatism would have to 
be practiced here as the patient certainly could not stand 
much surgery. He was furthermore a very poor risk for 
the reason that there was present parenchymatous liver 
disease as shown by marked icterus with a color index of 
12, and a delayed Van den Bergh; and in addition to that 
he showed symptoms of cardiac failure in that he had 
rales in the bases of both lungs. It was decided to drain 
the kidney by lumbar incision and if feasible to extract 
the stone. This was done; a pyelotomy was made under 
ethylene gas anesthesia, the stone was readily located 
in the lower calyx and removed without difficulty. No 
attempt to sew up the pelvis was made, a tube being left 
for drainage and the patient returned to bed. In spite of 
forcing fluids by mouth and rectum, venous infusions and 
blood transfusions, the patient developed an anuria which 
terminated fatally. Certainly if this man had been in- 
vestigated every six months this stone could have been 
detected long before it became as large as it was. It 
could have been evacuated either by dilations of the 
ureter or by a pyelotomy hefore this septic kidney condi- 
tion had set in, and he might have lived; whereas, as it 
was, he had no chance at all. 

Locating the Stone 
To show stone in the kidney or ureter we resort to a 


Roentgen plate. However, it should be remembered that 





approximately ten per cent of stones do not show. Addi- 
tional aids must be called in in such eases. Filling the 
pelvis and ureter with sodium iodide solution is at times 
very helpful. Where a stone exists there will be seen a 
difference in the shadow of the pyelogram, that is, a 
filling defect. This was well brought home to us in Case 
number 103,480. This woman came in Oct. 26, 1926, with 
a history as follows: Six weeks ago she noticed a sharp 
attack of pain in the left kidney area, passed a good deal 
of blood at that time, and also noticed a good deal of 
burning and frequency of urination. In addition to that 
she had chills, fever, and vomiting. She gradually became 
better until just before entering the hospital she experi- 
enced similar pain and decided to come in for investiga- 
tion. A plate of the kidney, ureter, and bladder showed 
a shadow at the level of the second lumbar vertebra. In 
the next plate taken there was no shadow to be seen. 
Therefore, a filling was done. Sodium bromide was in- 
jected into both pelves with the result that a marked 
filling defect was seen at the level of the second lumbar 
vertebra which we interpreted as stone. And at operation 
a stone was found at that point. 


Decision Regarding Operation 

They who would operate on a kidney for stone must 
know that these cases fall into two groups: (1) where 
operation is entirely safe, (2) where operation is ex- 
tremely hazardous. The latter group are those where the 
stone is accompanied with infection in the kidney as 
shown by septic temperature, and a high leucocyte count; 
by destruction of kidney tissue as shown by pain in the 
back, pus, and albumin in the urine; by loss of kidney 
function as shown by low phenolsulphonephthalein test 
and a high-blood area and creatinin. Here the less done 
the better; an indwelling ureteral catheter—a pyelotomy— 
that is all; with secondary operation at a later date. 
Those cases where operation is safe show no infection, 
very little ufinary findings, and good kidney function. 
Again we quote Case number 103,480, which proves the 
safety of operation in these uninvolved cases for here we 
have an instance of stone in the left ureter but with low 
fever, normal phenolsulphonephthalein test, and normal 
blood chemistry; and not only was the stone taken out but 
at the same operation a hysterectomy was done and the 
patient made an uneventful recovery. 

It has been observed often that certain cases of stone 
in the kidney and ureter have been long neglected and 
come to the surgeon when it is too late and this is all the 
more lamentable in view of the marked advances which 
the urological science has enjoyed in the last sixteen years. 
To illustrate, 103,704: Patient was admitted to the hos- 
pital Nov. 8, 1926. This woman came in for pain in the 
back and on investigation it was found that she had 
metastases in the vertebral column from a breast cancer. 
She did not live long after admission to the hospital and 
the post mortem showed this interesting condition in her 
urinary system: The left kidney was composed of two 
quite independent units, each one with a separate pelvis 
and ureter, these ureters opening separately into the 
bladder. One ureter was quite normal as was also the seg- 
ment that it drained. The other ureter showed a marked 
organie thickened stricture near the junction with the 
bladder with a stone lodged at this point and above the 
stone a marked dilation of this ureter so that in size it 
was almost that of a small intestine of a child. The pelvis 
was also extremely dilated and full of pus. The kidney 
segment which this pelvis drained was entirely destroyed 
so that there was nothing here but a pyonephrosis—a sae 
full of pus. Certainly this condition had persisted for a 
good many years. It is easy to follow what happened 
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here: A stone forming in the pelvis, infection of the 
ureter, stricture formation following this infection, pass- 
age of stone down the ureter and lodging at the point of 
stricture, further obstruction due to both stricture and 
stone, with dilatation of ureter, dilatation of pelvis, and 
complete destruction of kidney parenchyma. Certainly 
with modern diagnostic methods these various lesions 
could have been detected years ago and while this woman 
would probably have died of her malignaney even though 
she had had no urinary trouble still one wonders how the 
condition described here in the urinary apparatus could 
have gone on without detection. 
When Operation Is Not Indicated 

There appears to be somewhat of an uncertainty in 
the minds of general practitioners as to the management 
of ureteral stone. It is not recognized that a very large 
percentage of these will pass. Authorities differ. Some 
say that 90 per cent of the stones will pass, certainly a 
large percentage will. It is not unusual for patients to 
have several stones in their lifetime and certainly if a 
stone can be brought away without operative interference 
that should be done whenever possible. We like to follow 
the advice of Braasch: A stone will pass unless it is over 
2 em. in diameter and the time to interfere with operative 
measures is when the stone is larger than 2 em. or when 
the kidney is infected and there is danger of destruction, 
or when the stone has been impacted in the ureter for 
more than six months. To illustrate, we cite Case number 
104,743. This man had a stone three years ago in the left 
ureter. Investigation at that time was followed by some 
rather distressing results such as prostatic abscess, but 
stone was passed and the man has been free from symp- 
toms up to this time. He presented himself Jan. 11, 
1927, with severe pain in left kidney, marked haematuria, 
and the X-ray plate showed a stone at the level of the 
third lumbar vertebra. It appeared to us that this stone 
would pass because it was less than 2 em. in diameter. 
There was no marked infection and no interference with 
the kidney function. Accordingly, the ureter was dilated 
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and hot olive oil injected right under the stone. Patient 
was returned to bed, pituitrin was given as well as cathar- 
sis, with the result that in three weeks the stone had 
passed, 

Infected Kidneys 

We have had our share of infections of the kidney as 
is common to other urological clinics. Case number 
104,197. Patient was admitted to the hospital Dec. 9, 
1926. This woman had a Caesarian section for concealed 
hemorrhage. Shortly after, she developed almost absolute 
anuria—excreting 15 to 40 «.c. in 24 hours. This was 
associated with a high fever and severe anaemia. She 
died on the fifth day of the puerperium and the autopsy 
disclosed symmetrical cortical necrosis of the kidneys. 
It is thought by some obstetricians that the toxaemias 
of pregnancy can produce such a fatal picture. We feel, 
however, that it is rather a bacterial cause. One can 
conceive a focus of infection in the body, tonsillitis, a 
carbuncle, a chronic gall bladder, or a pelvic infection 
from which bacteria gain entrance to the blood stream; 
some of these organisms tind lodgement in the kidney 
parenchyma and the immediate effect is spasm of the 
small vessels, resulting in anaemia, then necrosis, and 
suppuration. Such an occurrence must have taken place 
here. At times these numerous foci of necrosis become 
confluent producing one large abscess. This condition 
was first described to us by Brewer and is known as ear- 
bunele of the kidney. 

An exit to these areas of necrosis may be afforded in 
two directions: (1) To the normal excretory channel of 
the kidney—that is, the pelvis, ureter, and bladder. Then 
we have the typical pyelonephritis and (2) these foci of 
necrosis may burrow their way through the kidney sub- 
stance into the body of fat around the kidney, giving us 
what is known as a perinephritic abscess. This was seen 
recently in Case number 104,029. This patient was ad- 
mitted Noy. 30, 1926, with gastrointestinal symptoms, 
urinary distress, marked emaciation, and general loss of 
strength. The only diagnosis that could be arrived at was 
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a bilateral pyelonephritis and autopsy showed a large left 
perinephritic abscess as well as an abscess almost en- 
circling the prostate. 

Of great help in our work has been the Squiers eysto- 
scopic table made by the Wappler Co., of New York. The 
table can be tilted allowing three different positions: hori- 
zontal, Trendelenburg, and reverse. The tube is fixed to 
the table and always in focus eliminating measuring of 
distance, focusing, and so on. Both flat and stereo plates 
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can be taken. The connection with the transformer is 
such that pulling the string of the Bucky diaphragm 
starts it and at the same time gives the exposure, thus 
eliminating X-ray technicians. An irrigator is suspended 
from the table on one side and a dry battery is fixed on 
the other for cystoscope illumination doing away with 
wire connections. At the foot of the table there is a 
test-tube holder for the collection of segregated urine. 


Special-Duty Nursing and Group Nursing 


SPECIAL DUTY IN A 100-BED HOSPITAL! 
Caroline H. Soellner, R.N., Supt. of Nurses, Roseland 
Community Hospital, Chicago, IIl. 


Ir is a well-established fact among a professional group 
of workers such as are represented in this audience, that 
the chief aim of every hospital whether large or small is 
to give the very best service to its patients. The patient, 
a temporary guest of this so-called home for the sick, is 
entitled to the first consideration always, and by all who 
in any capacity are connected with the organization. 
Particularly the doctors and nurses should observe this 
as their ideal opportunity to serve. 

The patient’s reason for coming to the hospital is not 
only to benefit by the scientifically equipped laboratories 
where a diagnosis of his case may be established or merely 
to offer his doctor a well-furnished operating room where, 
under ideal surroundings, the operation may be performed, 
but of greatest concern to the patient or his relatives is 
to enter a hospital where he may receive as well the 
most skilled nursing care during the treatment follow- 
ing the operation. To a large extent the present methods 
of housekeeping in our city apartments with limited room 
space and still more curtailed bed and couch accommo- 
dations, contribute further to the necessity of people who 
are ill and requiring care, to enter the hospital rather than 
to employ a private nurse in the home. 

What constitutes good nursing care? A few of the 
minor, vet very important, requirements are: 1. Safety 
as to building, appliances used, ete. Sufficient personnel 
to care for the patients. 2. Comfort: Pleasant and 
reasonably quiet suroundings, good ventilation of rooms 
with properly moderated temperature. 3. Courtesy and 
consideration: This often calls liberally on the diplomacy 
of the nurse. She must be thoughtful and make allow- 
ance for apparent petty whims which, to the patient, are 
real troubles. In short, good nursing care is to be ever 
mindful of the Golden Rule, “Do unto others as you 
would have others do unto you.” Efficient nursing service 
to patients is one of the most outstanding assets of any 
hospital and as well one of the most favorable methods of 
advertising the institution to its prospective patrons. A 
satistied patient who leaves the hospital remains not only 
a friend to the organization but a good advertiser for the 
cause. 

In the average institutions the general division of - 
administering nursing’ service still remains; (1) General 
tloor care, and (2) special nursing service. Group nursing 
has been under discussion repeatedly and has an unques- 
tionable value especially from the economic and better- 
service viewpoint. We have not vet reached the stage 
where it can be introduced satisfactorily in the hospital 
where patients cannot be assigned to one unit and where 
nearly each patient has a different physician, instead of 
being assigned under a general service. 

Group nursing nevertheless is fast coming into its 
own, where conditions permit it, and is an ideal method of 
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handling the “short-of-nurses” situation; furthermore, it 
leads to better cooperation between hospital and patient, 
due to the fact that the nurse is directly responsible to 
the management instead of being an independent worker, 
mainly responsible to the patient and the attending doctor. 

Who determines the need for a special nursing 
service? 1. The patient or his relatives. 2. The attend- 
ing physician. 3. The hospital authorities, the duty often 
becoming that of the superintendent of nurses. The reason 
for such demand may be: 1. Critical condition of the 
patient or an unexpected complication. 2. When luxury 
of constant attention is desired, which in some instances 
may constitute an important part of the applied treatment 
especially in the mentally ill patient. Arrangements of 
engaging special nursing service should be controlled 
through the nursing-school office. The superintendent of 
nurses should exercise full control over the situation and 
therefore continue her interest in the patient while in the 
institution regardless of whether on general or special 
service. Much grievance might be spared the patient as 
well as the superintendent if such a rule were well under- 
stood by the nurses who serve in the hospital on special 
duty. It should not be a hardship to learn to adapt oneself 
to the well-outlined routine of the hospital and the nurse 
should be loyal in assisting to maintain such routine. 

An interpretation to whoever is responsible financially 
concerning special-nurse-service hours on and off duty, 
expense involved, ete., is occasionally required, when 
patient or relative are unfamiliar with hospital routine. 
When the expense involved is the main factor to be con- 
sidered, the superintendent of nurses can best advise as 
to the adjustment of hours, which should be planned to 
give to the patient special service when most needed, 
night or day. If advisable it may be arranged that a 
relative act as companion to the patient while treatment, 
medicine, ete., are under the supervision of floor nurses, 
during the special nurse’s hours off duty. If both day 
and night service is given by one nurse, adequate relief 
should be provided by the hospital authorities. Again 
it becomes the duty of the superintendent of nurses 
to arrange for a comfortable place where rest and quiet 
may be secured for the tired nurse in order that she may 
return to her patient at the end of four or six hours 
rested and refreshed to continue her duties. Ample locker 
space for individual use and a properly equipped dress'ng 
room should be available for use of special nurses. 

Meals for special nurses, a much discussed question, 
should receive the same consideration and attention as 
meals for patients or other members of the household 
staff. Not only should there be provision for well-pre- 
pared, wholesome food, properly served, but also sufficient 
time for the nurse to eat and enjoy the meal rather than 
to rush to and from the dining room because of the 
anxiety that something might happen to the patient dur- 
ing her absence, when no relief nurse is provided for 
patients during meal hours. 

Supplies, such as linen, dressings, drugs, ete., should 
be obtained by requisition through the superintendent’s 
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office. This is to assure: (1) All that is required for 
use, (2) balanced distribution, and (3) a check against 
waste, therefore, benefiting both the patient and the 
hospital. 

The Financial arrangement for special service 
rendered to the patient can be taken care of in two ways: 
(1) Through the hospital office, or (2) directly by the 
nurse collecting her own fee from the patient or whoever 
assumes the financial responsibility, for service rendered, 
especially if the case is of only a few days’ duration. 

In conclusion, I wish to emphasize the importance of 
a thorough understanding between the hospital authorities 
especially the superintendent of nurses and the special 
nurses, who serve in the institution which can be brought 
about by oceasional informal conferences. After all the 
principal aim on both sides concerned is to give efficient 
service to the patient. 

GROUP NURSING FROM THE SURGEON’S 
VIEWPOINT! 
Arthur N. Collins, M.D., Chief of Staff, St. Luke’s 
Hospital, Duluth, Minnesota 


Avery progressive move is better for its stage of ex- 
periment. This subject of group nursing, which I con- 
sider a progressive move, is still in the stages of experi- 
ment at St. Luke’s Hospital, Duluth. We are watching 
with interest its growth in other institutions and are 
trying to determine for ourselves certain questions: 

(1) If it furnishes all the care needed for our 
patients. 

(2) If the cost can be reduced for our patients. 

(3) If the work can be made satisfactory to the 
nurse and to the hospital as a continuous proposition. 

(1) In my experience and from my observation, 
group nursing is capable of furnishing all the necessary 
care for the average patient. There are some’ very sick 
patients who do not belong on group nursing, and who 
should not be kept there in justice to other patients on 
that service. If any patient, for whatever cause, exacts 
more nursing service than he is entitled to, he should not 
be kept on group nursing. I have had on this service such 
cases as goiters, fractured hip, and prostate cases, all of 
which require considerable care, and the nursing has been 
satisfactory to the patient, the patient’s family, and to 
myself. On the other hand, in one postoperative gastric- 
resection case, the patient required more than the usual 
nursing and he was transferred from group nursing to 
special duty. Moreover, the patient in this instance was 
amply able to pay for his special-duty nurses, night and 
day. This leads us to the second heading. 

(2) If the cost can be reduced for our patients: 
On the same day that the patient just mentioned was 
transferred from group nursing to special duty, another 
patient who had been paying for special duty, found that 
her costs were too great, and she was, therefore, trans- 
ferred to group nursing, where she remained, and where 
she was well satisfied with her nursing care. We thus 
made an exchange which was satisfactory to both patients. 

In my opinion and in my practice so far as possible, 
where people are well able to pay for special-duty nursing, 
it is recommended and encouraged. Where, however, 
patients hesitate about going to the hospital because of 
the dread of the expense, group nursing offers them an 
inducement to avoid delays in treatment. Such delays 
quite frequently occur on this account. A small ward is 
so situated in our unit that it is included in group nurs- 
ing. This is an additional reduction in cost to the 
patient. 
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(3) The third point to consider is concerning a 
workable scheme: that is, can this type of nursing be 
earried on continuously and satisfactorily from the stand- 
point of the nurse and of the hospital management? On 
this point I can speak only from observation. The nurses 
seem happy in their work, and I have heard no expressions 
of dissatisfaction from them. I have been glad to give 
some of them letters of recommendation when leaving for 
distant cities, and they have spoken of their satisfaction 
in the work. Those in the hospital admimistration will, ] 
believe, speak for themselves in this matter. 

In summing up, I feel that we have in group nursing 
an additional offering of service to those sick in hospitals. 
Heretofore, we have had two classes: those unable to pay 
for special nursing at all who were placed on hall duty, 
and those able to pay for any nursing they might demand. 
The borderline between these two groups was very hazy, 
and included people who really could not afford special 
nursing, but who had it nevertheless; people who really 
needed it, and people who didn’t need it but who had it 
nevertheless. Financially, this was unsatisfactory. Some- 
times the nurse was not paid at all and many times the 
hospital was left with a bill for long-time collection. 
Group nursing will go a long way to fill the needs of this 
middle class, who may require something more than hall 
nursing and who cannot afford to finance a special night- 
and-day-nurse regime. It will encourage these people to 
stay within their means. 

In my opinion, group nursing will not reduce the 
demand for special-duty nurses, but will, in fact, add to 
the number of people having some form of graduate duty. 
In other words, I think it will increase the demand for 
nurses as a whole. It is merely another department of 
nursing. 


GROUP NURSING FROM THE NURSE’S 
VIEWPOINT! 
Alice A. Hopland, R.N., Duluth, Minn. 


Group nursing at St. Luke’s Hospital, Duluth, is still 
in its infancy, but even so, we have found that it has 
many advantages, and of course some features we do not 
like quite so well. Following are some of the points we 
especially like: (1) It is interesting; (2) it is educa- 
tional; (3) it tends toward regularity and steady employ- 
ment; (4) it provides time off duty; (5) we become more 
attached to the hospital; (6) we are employed and paid by 
the hospital; (7) we note the appreciation of patients. 

Interesting work plays a big part in the happiness of 
an individual, and we all agree that group nursing is very 
interesting. To have the care of just one patient often- 
times becomes very monotonous, but taking care of several 
patients does away with this. There is also the constant 
changing of patients; almost every day brings us one new 
patient. Meeting’ and working so closely with so many 
patients gives us a wonderful opportunity to study human 
nature, and it is interesting to note how differently folks 
react to pain and discomfort. 

From the standpoint of knowledge, group nursing is 
also very good. Instead of caring for just one type of 
ease, we have as many as six at a time. We have the full 
responsibility of care and treatment of these patients, 
therefore, lasting impressions are made upon our minds. 
We become better acquainted with a greater number of 
doctors, and soon learn the methods and orders peculiar 
to each. 

Regularity and steady employment is also very bene 
ficial. We know just where we are going to be each day, 
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cation authorized by the Association. 
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and don’t need to wonder and worry about where we will 
be sent next. We always know that we will be working 
four weeks of day duty and then two weeks of night duty, 
and in this way, we can always plan ahead for outside 
interests. In doing private duty this is always quite a 
problem. The two hours off duty each day is much ap- 
preciated. Getting away from our work for even that 
short a time seems to put new life into us and we are able 
to work with much more enthusiasm. Doing “group 
nursing” (although not considered institutional work), 
helps to bring us closer to the hospital. We take more 
interest in what is being done and become better ac- 
quainted with those in authority, as well as with the 
student nurses. 

Being employed by the hospital, we need never worry 
about whether or not we will be paid. We know just how 
much money we will make and can budget accordingly. 
There is never the question of money between us and our 
patient, and this does away with one hardship. Our pa- 
tients pay the hospital for our services, and in this way 
our work seems more appreciated. 

The good will and appreciation of many of our pa- 
tients also makes our work more pleasant. A good many 
of the patients we have had would have been unable to 
employ two full-time nurses, and therefore, would not 
have got the special care they needed. The thought that 
we have helped to lighten someone else’s burdens finan- 
cially as well as physically makes us feel better. 

Dr. Richard M. Bradley in an address delivered be- 
fore the “League of National Education,” Seattle, Wash- 
ington, tries to point out how the work of the nurse can 
be extended to the whole people. In his study of the con- 
ditions existing, he has found that financially the grad- 
uate nurse is inaccessible to 80 per cent of the people of 
the United States. This deprives the nurse of her birth- 
right, for is not her place at the bedside of everyone who 
needs her services? To me it seems that group nursing 
is at least a partial solution to this problem. 

In speaking of the things that are not so pleasant, we 
must bear in mind that all things are not perfect, and that 
it requires time to correct difficulties. The following are 
some of the weak points of group nursing: (1) Room 
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arrangement; (2) confusion of transfers; (3) too con- 
fining; (4) too many patients to a group; (5) if more 
than one group is organized, it is difficult to keep them 
strictly separate. 

Room arrangement is a problem hard to adjust except 
when a hospital is being built or remodeled with “group 
nursing in mind.” We have our patients in private rooms 
as a general rule and this makes it hard to watch our 
other two patients while working with the one. If the 
patients were ill in a ward or in rooms which were in some 
way connected, this problem would be solved. 

Transferring of patients on and off “group nursing” 
causes a good deal of confusion and work, but the heaviest 
burden of this falls upon the hospital management. I 
have already said that the regularity was a good point, 
but group nursing as it is done here is really too con- 
fining. We work every day of the week and are on duty 
at 7 a.m. every day. We feel that if we could have one 
whole day off duty every month, or at least a Sunday 
morning every other week, it would help so much. We 
have one afternoon off duty twice a month but this does 
not give us enough time for rest. One must have rest and 
recreation in order to do one’s work successfully, and when 
we have from four to six patients we are so busy that by 
night we are usually very tired. 

Six patients is sometimes too many to one group, 
and we feel at times that four is all we can care for prop- 
erly. If the six patients are convalescing, it is all right, 
but with as many as three or four fresh operatives, the 
task is almost impossible. If there is more than one 
group, we feel that they should be kept strictly separate. 
One group of nurses should not have anything to do with 
the other in regard to hours, or care of patients in any 
way. To keep six patients in mind and to know their 
eases thoroughly is enough and trying to care for a larger 
number makes “group nursing” too much like general 
duty. We want our patients to have the very best possible 
care without having to be with them constantly. 

If “group nursing” is to be successful, I believe that 
the nurses themselves must be vitally interested in the 
work, do it for the sake of love of service, and adhere as 
closely as possible to the standards set forth by Florence 
Nightingale. 
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A Real Nurses’ Home 


Louise De Marillac Hall, St. Vincent’s Hospital, Indianapolis, Ind. 


“Whoe’er thou art that entereth here 
Forget the struggling world 
And every trembling fear. 


“Take from thy heart each evil thought 
And all that selfishness 
Within thy life has wrought. 


“Here all are kin to God alone, 
Thou, too, dear heart; and here 
The rule of life is love.” 


Tue spiritual and educational standard of St. Vincent’s 
School of Nursing is embodied in this motto at the en- 
trance to the new $500,000 nurses’ home, Louise de Mar- 
illac Hall, at St. Vincent’s Hospital, Indianapolis, Ind., 
which was dedicated April 20, 1927, by Rt. Rev. Joseph 
Chartrand, D.D., bishep of Indianapolis. 

The dedication ceremonies opened with solemn high 
Mass in the hospital chapel with Very Rev. J. J. Cronin, 
director of the Daughters of Charity, St. Louis, Mo., as 
celebrant, assisted by Rev. Bernard Sheridan, deacon; 
Rey. F. W. Wolfe, subdeacon; and Rey. J. V. Somes, 
master of ceremonies. A most inspiring sermon was given 
by Rev. M. S. Ryan, C.M., D.D., of Kenrick Seminary, St. 
Louis. He pointed out how the spirit of charity as prac- 
ticed by the Sisters of Charity is their direct inheritance 
from St. Vineent de Paul and Louise de Marillac, found- 


ers of the community. The La Hache Mass was sung by 
the nurses’ choir, while the alumnae represented by 150 
members in uniform, with the student body, formed the 
processional. 

The day will be remembered as homecoming day for 
the graduates of the school, who spent the day at the hos- 
pital and took active part in the entire program, and at 
noon were guests at a dinner given in their honor. 

The afternoon program was introduced at 3:30 with 
solemn Benediction of the Blessed Sacrament in the hos- 
pital chapel, given by Very Rev. J. J. Cronin, D.D., 
assisted by Rev. J. Hamill, D.D., Rev. F. W. Wolfe and 
Rev. J. V. Somes, attended by Rt. Rev. Alphonse Smith, 
D.D., of Nashville, Tenn., and many of the Indianapolis 
clergy. In company with their mother superior; Sister 
Eugenia, visitatrix, and Sister Isabella, treasurer of the 
community, both from St. Louis, Mo.; and Sister Dolores, 
superior of St. Mary’s Hospital, Milwaukee, Wis., the 
Sisters with the alumnae and students formed the pro- 
cessional to the nurses’ home where Rt. Rev. Jos. Chart- 
rand blessed the home in the spacious auditorium. Many 
who attended were obliged to remain in the corridors of 
the building to glimpse the exercises, as the auditorium 
was inadequate to accommodate all those present. 

The program opened with the nurses’ chorus singing 
the Magnificat, while the orchestra of St. John’s Academy 
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Reception Room. 
A Floor Recreation Room with Kitchenette. 


General Recreation Room. 
Auditorium. 
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LOUISE DE MARILLAC HALL, NURSES’ HOME, 
ST. VINCENT’S HOSPITAL, INDIANAPOLIS, IND. 


A Double Bedroom. The Sodality Room. A Single Bedroom. 


furnished the accompaniment. Bishop Chartrand de- 
livered a very impressive dedicatory address, in which he 
said, “He who would refuse charity to the sick and pov- 
erty stricken would likewise refuse charity to the Babe 


of Bethlehem, Christ. The love of God, the love of our 
neighbors for God’s sake, this supernatural motive is the 
foundation of the great work of charity. When I want 
real heroic charity, charity which gives all to the lowest 
form of humanity, I place it on the wings of faith, strong 
with the love of God.” 

Following the dedicatory ceremonies the home was 
thrown open for inspection, the nurses serving as guides. 
During the afternoon and evening over 1,000 persons were 
shown through the building. 


Origin of St. Vincent’s Hospital 

On April 27, 1881, the first hospital of the Daughters 
of Charity was founded in Indianapolis. The present hos- 
pital is the third, and was established in 1913 under the 
direction of Sister Mary Joseph, the present superior, who 
for many years has been associated with hospital work in 
Indianapolis. The completion of the Louise de Marillac 
Hall is the crowning accomplishment of a plan which 
Sister Mary Joseph had long fostered in order that her 
students might have the very best educational advantages 
together with the finest home environment. 


Louise de Marillac Hall 

Louise de Marillaec Hall, located on the same 
grounds with St. Vincent’s Hospital building, is of fire- 
proof structure and is an exact duplicate of the hospital 
building with its salt-glazed brick and Bedford stone 
trimming. 

A very unique feature of the building is the construc- 
tion of the windows, which have metal frames and are so 
arranged that they may be washed from the inside with- 
out exposing anyone to the perils of cleaning them on the 
outside of the building. 

On the ground floor are the kitchen, dining rooms, 
small laundry, equipment room for the use of electric 
and steam connections, linen-supply room, janitor’s room, 
toilet rooms for both men and women, trunk storage, 
bowling alley, and chemical laboratory. 

Situated on the first floor are two large parlors, wait- 
ing rooms, Sodality room, library, two classrooms, one 
demonstration room, three offices, and an auditorium with 
a capacity of approximately 435. 

The second, third, and fourth floors contain the sleep- 
ing rooms for the students, together with lavatories and 
baths, a suite of rooms for the superintendent of nurses, 
and a matron’s room. There are 99 single rooms and 23 
double rooms. Each student’s room is an outside room, 
with ample light and ventilation, provided with a built-in 
dresser and built-in clothes press, and electric connections 
for reading: lamp, fan, and curling iron. 

Another unique feature of the building is a recrea- 
tion room with kitchenette, one of which is located on 
each floor. Each kitchenette is equipped with an electric 
refrigerator, a small gas stove, running water, and cabi- 
nets for dishes and other utensils, so that the students 
may prepare light lunches if they desire. 

The fifth floor contains a large gymnasium, locker 
rooms, showers, an indoor sun porch, and an immense 
roof garden with special lighting fixtures for use at night. 
A high-speed electric-driven elevator affords easy access 
to the several floors. 

The dedication of this new building marked the 
thirtieth anniversary of the school of nursing. Out of 
379 nurses who have graduated from the school practically 
all are serving in nearly every state in the Union. These 
nurses have entered all branches of nursing, including 
superintendents of hospital, directors of nursing schools, 
educational work, private duty, various types of public 
health work, and the different branches of government 
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nursing. Several are serving as X-ray and laboratory 
technicians, many have served on the State Board of 
Examination and Registration of Nurses. Fifty served 
with the army in the world war, and many have held 
offices in the different nursing organizations that are 
affiliated with the alumnae. Sister Rose is the present 
director of the school, and it is through her untiring 
efforts that the school has reached the high standard it 
now maintains. 
School Activities at St. Vincent’s 

St. Vineent’s School of Nursing has many school ac- 
tivities which serve to eliminate monotony, which often 
occurs from “all work and no play.” 

The Children of Mary 

One of the most beneficial organizations of the school 
is of a religious nature, called The Children of Mary, 
whose purpose is to increase devotion to the Mother of 
God. All the meetings are carried on according to parlia- 
mentary law and are planned in such a manner as to make 
each meeting more interesting than the previous one. 
Programs and parties are conducted by this Sodality to 
aid those in need, and its organized form of spiritual work 
assists many who might have fallen. One of the organiza- 
tion’s greatest functions is the May-Day procession, which 
is observed by the singing of hymns and the placing of a 
crown of flowers upon the Blessed Mother’s head, symbol- 
izing love and loyalty and acknowledging her as queen of 
angels and of men. 

The Student Mission Crusade 

The Students’ Mission Crusade is an organization in 

which St. Vincent’s student body ranks high in member- 


ship and activities. The purpose of this organization is 
to aid the missions both spiritually and financially. The 
unit is composed of the entire student body, and is divided 
into circles, each class representing a circle. Each circle 
has a chairman, and these meetings are also conducted 
according to parliamentary law. Each year, the National 
Crusade Convention is held in different localities, to which 
delegates are sent from each of the circles. 
Christmas-Eve Celebration 

On Christmas Eve the large auditorium of the hos- 
pital is attractively arranged for the Yuletide celebration. 
Old Santa is the main attraction, and is there with his 
bag filled to the top. As it is impossible for every nurse 
to go home during this season everything is arranged 
so that even a home celebration no matter how grand, 
could not surpass it. Neither would the Christmas party 
be complete, itself, without the midnight Mass, one of the 
main events of the season. 

Honor Visitors 

Whenever a visit is made to the hospital by some 
distinguished person, honor, love, and appreciation is 
shown by the arrangement of a program for the occasion. 

Hallowe’en Festivity 

On Hallowe’en a masquerade party which is a source 

of great pleasure, is always held. 
Basket Contest 

A: contest is conducted each year for the making of 
Easter baskets. In this way each nurse finds out just how 
much art she possesses, and the best is always presented 
with a prize when put up for display. 
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Sewing Circle 

A new home activity of the student nurses is the 
sewing circle, in which each of the nurses takes an interest 
and finds pleasure in doing things for others after her 
own daily duties are performed. 

Commencement Exercises 

Perhaps the most impressive ceremonies and those 
most eagerly looked forward to are the commencement 
exercises in the spring, held for the outgoing class. The 
intermediate class of nurses, preceding the commencement 
exercises, entertain the seniors at some form of banquet 
or social function. The alumnae, always overzealous for 
their alma mater, show their loyalty by giving a dinner 
in honor of the graduating class, at which time every 
senior foresees the pride of belonging to the alumnae 
association. The Sisters also show their appreciation at 
the annual banquet given in honor of the staff and grad- 
uating nurses. 
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UNITED STATES PUBLIC HEALTH SERVICE 
Annual Report of the Surgeon General 

An accounting of the health of the people of the 
United States insofar as l'ederal duties and responsi- 
bilities are concerned is given in the Annual Report of the 
Surgeon General of the Public Health Service, which has 
just been transmitted to Congress. This is the report for 
the 129th year of the existence of the Service. 

The Surgeon General says that through modern de- 
velopments in public-health organization—national and jn- 
ternational—it is now practicable for the country to keep 
informed of the prevalence of epidemic diseases and of 
the health of populations throughout the world. This 
knowledge is of considerable importance in preventing the 
introduction of dangerous communicable diseases into the 
country from abroad. 

Health conditions generally throughout the world were 
better during the year ended June 30, 1927, than for any 
previous year on record. The first half of the year was 
characterized by unusually low death rates in foreign 
countries. The most serious condition that interposed to 
prevent even lower mortality rates in Europe was the 
epidemic of influenza which affected a considerable area 
of that part of the world. 

Bubonic plague, which, by reason of its wide geo- 
graphic distribution and the method of its spread, remains 
one of the major quarantinable diseases, continued to be 
pandemic, but was less prevalent than it has been in 
recent years. India remained the principal focus of in- 
fection, that country having over nine tenths of the cases 
reported throughout the world. 

Asiastic cholera, which is still a great scourge in 
India, showed no decrease there, and appeared with more 
than usual prevalence in the countries eastward as far as 
Korea and Manchuria. 

It is an interesting commentary on the advancement 
of modern sanitary science that yellow fever—a disease 
the very name of which not so long ago terrified even the 
people of this country—was practically confined to one 
section of the continent of Africa during the year under 
report. With the exception of one case which occurred at 
Bahia, Brazil, in July, 1926, the disease was not reported 
in the Western Hemisphere. 

The devastating epidemics of typhus fever which 
swept Russia after the world war have definitely passed, 
although the disease remains endemic in that region. 
There was no marked spread of the disease during the 
year. 

The health of the people of the United States was 
generally good during the year ended June 30, 1927, as 
compared with preceding years. The death rate for all 
eases for the calendar year 1926 in 28 states was 12.1 
per 1,000 population. This was slightly higher than the 
rate for 1925, which was 11.7. The increase was probably 
caused principally by the large number of deaths from 
respiratory diseases. This country escaped the epidemic 
of influenza which swept over Europe during the winter 
of 1926-27, and the few cases reported here were mild. 
Typhoid fever declined during the calendar year 1926, and 
the case and death rates for diphtheria for the year were 
the lowest ever recorded. This disease showed a small 
increase, however, during the first part of 1927. The 
general downward trend in diphtheria is undoubtedly the 


result of the use of antitoxin and toxin-antitoxin immuni- 
zation. 

The death rate from tuberculosis continued its decline, 
and heart disease, diabetes, and nephritis, which had been 
increasing in recent years, showed lower rates than were 
expected. 

Smallpox decreased during the calendar year 1926. 
In most sections of this country the disease was of mild 
type, but in some localities it existed in severe form. Out 
of a total of 30,450 cases of smallpox reported during the 
year from 41 states, there were 380 deaths. The disease 
was the most fatal on the Pacific Coast, which section 
reported only one fifth of the total number of cases, but 
two thirds of the number of deaths. In view of the demon- 
strated protective value of vaccination, the Surgeon Gen- 
eral says that it is difficult to explain why this simple 
preventive measure is not universally employed. 

Although endemic foci of the important quarantinable 
diseases continued to exist abroad, no cases of cholera, 
yellow fever, or bubonic plague gained entrance to the 
country during the year. Two cases of plague were appre- 
hended aboardship at the United States quarantine station 
at New Orleans, La., and 17 cases of smallpox and two 
cases of leprosy were detected at domestic quarantine 
stations. The discovery of three cases of plague among 
rats at Los Angeles, Calif., however, indicates that the 
disease continues to exist among rodents; and it persists 
especially among ground squirrels in certain sections of 
California, and requires vigilance on the part of the health 
authorities concerned for the protection of the human 
population. 

The geographical prevalence of tularaemia, a disease 
identified a few years ago by an investigator of the Public 
Health Service, was discovered during the year to extend 
to 10 additional states, increasing the area of known dis- 
tribution of this new disease to 36 states, the District of 
Columbia, and Japan. 

Rocky Mountain spotted fever is another disease be- 
ing studied by the Public Health Service, the knowledge 
of the area of prevalence of which is being extended. This 
disease originally reported by only two western states, 
was reported last year from nine states. 

The infant mortality rate (death of infants under one 
year of age per 1,000 live births), considered an important 
index of the efficiency of public-health work, has been 
decreasing for many years. The rate for 28 states in 1926 
was 72.8, as compared with 71.5 for 1925, both of which 
rates are extremely low as compared with rates of a few 
years ago (about 100 in 1915). 

The work of the Public Health Service in preventing 
the introduction of diseases from abroad involves both 
control at domestic ports and medical inspections at cer- 
tain foreign ports. At domestic ports during the year, 
20,284 vessels, 820,793 passengers, and 1,140,922 seamen 
were inspected by quarantine officers; at insular ports, 
2,991 vessels, 169,461 passengers, and 226,373 seamen were 
inspected; and at foreign ports, 5,954 vessels, 424,172 pas- 
sengers, and 272,873 seamen were inspected prior to em- 
barking for the United States. A total of 7.116 vessels 
were fumigated, either because of the occurrence of dis- 
eases aboard or for the destruction of rodents. Thirty- 
one thousand and seventy-three rats were recovered, of 
which number 18,334 were examined for plague infection. 

The medical examination, by Public Health Service 
medical officers, of applicants for immigration visas in 
foreign countries of origin, first inaugurated in 1925, in 
England, Scotland, and Ireland, was extended during the 
past year to Germany, Sweden, Norway, Poland, and 
Denmark. The advantages of the system to the prospective 
immigrants, to the communities of origin, and to the trans- 
portation companies resulted in additional requests to the 
state department for the extension of the plan to other 
countries. During the year, medical examination of appli- 
cants for immigration visas were being made by Public 
Health Service officers at 20 American consulates in 11 
countries. Out of 148,539 applicants examined during the 
year, 12,974, or 8.75 per cent, were found to have mental 
or physical disabilities; 6,580, or 4.43 per cent, were 
refused visas for medical reasons. 

At domestic ports 881,699 alien passengers and 996,317 
alien seamen were examined under the immigration law, 
by medical officers of the Public Health Service, and of this 
number 24,292 passengers and 3,117 seamen were certified 
for various diseases and disabilities coming under the law. 

Investigation was made of the typhoid-fever epidemic 
in Montreal, Canada, with the permission of the Canadian 
authorities, and a report was made regarding the cause 
of the epidemic and recommending precautionary measures. 
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Aid was given the local authorities in the localities of 
Florida devastated by the hurricane of September, 1926, 
and the Public Health Service cooperated with the states 
and the American Red Cross in the emergency relief work 
in the Mississippi flood area. Within ten days from the 
beginning of the flood emergency, 14 Public Health Ser- 
vice officers trained in emergency health work and familiar 
with the localities affected by the flood, were in the field 
to assist the state health authorities. Arrangement has 
also been made for a continuance of this cooperation in 
providing public-health protection to the inhabitants of 
the devastated areas during the period of rehabilitation. 

The Public Health Service continued to provide medi- 
cal and hospital treatment of sick and injured American 
merchant seamen and other Government beneficiaries—the 
oldest function of the Service and the specific purpose for 
which it was organized under the act of July 16, 1798, 
129 years ago—and probably at no time during this period 
has the aid thus given by the Government to American 
merchant vessels been of greater value or of more impor- 
tance in keeping the American flag on the seas. 

More than 300,000 beneficiaries apply annually at 152 
ports of the United States and its insular possessions 
where marine hospitals and relief stations are maintained 
for the giving of hospital and outpatient treatment and 
making physical examinations. There were 1,288,061 hos- 
pital-days’ treatment given, mostly to merchant seamen 
and Coast Guardsmen, and 632,341 separate outpatient 
treatments were supplied. The American seamen are the 
principal beneficiaries, receiving 67.4 per cent of all the 
hospital treatment furnished. The Coast Guard furnished 
14 per cent of the clientele, while the Employees’ Compen- 
sation Commission constitutes about one fifth of the total 
of the Service beneficiaries. 

Because of the exceptional facilities offered in the 
hospitals of the Public Health Service for the study of 
syphilis and gonorrhea, important investigations were un- 
dertaken, at the marine hospital at New York, of more 
effective methods of prevention and treatment. Over a 
period of many years about 20 per cent of all patients 
treated by the Service were ill as the result of venereal 
diseases. In 1926, however, this percentage was slightly 
lower, the rate being 17. 

As evidence of the extent of antivenereal-disease work 
during the nine years since the division of venereal dis- 
eases was established, 3,105,952 cases of venereal diseases 
have been reported by the state boards of health, nearly 
800 venereal-disease clinics have been established by 
various agencies at which 1,023,326 patients have received 
16,330,994 treatments, 62,594 lectures have been delivered 
to a total of 8,530,000 persons, and 34,676,512 pieces of 
educational literature have been distributed. 

The investigations of public-health problems continued 
during the year. The investigations of stream pollution 
have been of great practical benefit in determining the 
limitations of natural and artificial purification of polluted 
water. The malaria studies have demonstrated the pos- 
sibility of airplane control of mosquitoes in otherwise in- 
accessible areas by spreading larvicidal dust. Various 
inquiries were: made in the study of health problems in 
industry. Other public-health problems investigated in- 
clude child health, posture studies, the advantage of exer- 
cise to health, and industrial morbidity. 

In investigations of the diseases of man, an extremely 
important function of the Public Health Service, studies 
have continued on pellagra, the timely results of which 
have had a valuable application in the flood area, and on 
tularaemia, tuberculosis, Malta fever, typhus fever, 
trachoma, pneumonia, encephalitis lethargica, Rocky Moun- 
tain spotted fever, syphilis, goiter, influenza, and leprosy. 

Further studies on narcotic-drug addiction indicate a 
reduction in the number of habitues, and confirm the 
opinion previously arrived at that addiction is, in general, 
a symptom of neuropsychopathic make-up. 

In a survey of salt-marsh mosquitoes conducted in 
cooperation with the Bureau of Entomology, it was found 
that although there are nearly 6,000,000 acres of salt 
marsh along the Atlantic and Gulf Coasts, the acreage 
requiring mosquito control can be expressed in tens of 
thousands. 

It has been the long-standing policy of the Public 
Health Service to cooperate with official and unofficial 
bodies for the advancement of the public health. Some 
of the work is specifically required by law; the remainder 
is sanctioned by efficient health administration. The 
volume of cooperative work conducted during the fiscal 
year was extensive, and included practically all the depart- 
ments and some independent establishments of the Govern- 
ment. 
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In the field of international developments, the year 
was marked by two important international official con- 
ferences for the improvement of existing treaties or con- 
ventions regulating maritime procedures. The represen- 
tatives of 60 Governments, including the United States, 
met during the year at Paris to revise the International 
Sanitary Convention of Paris (1903, 1912), which was 
necessitated by recent advances in medical science. A 
conference of the directors of health of Pan American 
Governments was held in Washington, under the chair- 
manship of the Surgeon General as director of the Pan 
American Sanitary Bureau, during which constructive 
progress was made in matters pertaining to Pan American 
public health and sanitation. 

Among the recommendations made by the Surgeon 
General in his annual report, he commends a bill introduced 
in the last Congress for the coordination of public-health 
activities of the Government, which provides for a grant 
of authority to the President to transfer to the Public 
Health Service any executive agency (other than those in 
the War and Navy Departments and those in the Veterans’ 
Bureau) when such transfer is deemed to promote greater 
efficiency in the conduct of public-health work. The bill 
also provides for details of officers of the Public Health 
Service to other executive agencies, upon request of the 
heads of departments or independent establishments; for 
the extension of research through close cooperation with 
educational and research institutions by an enlarged 
hygienic laboratory; and for the coordination of research 
of public health officials and scientific workers. Provisions 
were also contained for unification of terms of appoint- 
ment of personnel, with compensation and tenure assured 
to scientific and professional workers adequate to attract 
to the service, men and women of proved qualifications; 
and for the enlargement of the present advisory board for 
the hygienic laboratory into a national advisory health 
council. The Surgeon General believes that such a co- 
ordination of public health activities would tend to elimi- 
nate duplication of effort in administration, research, and 
educational measures, and would prove a decisively for- 
ward step in public health in the United States. 
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SHORT COURSES AND HOSPITAL-INSTITUTE 
COURSES 
To be Conducted by College of Hospital Administration, 
Marquette University, 131 Eleventh St., Milwaukee, Wis. 

The College of Hospital Administration of Marquette 
University at Milwaukee has announced a number of 
activities for the winter, spring, and summer of 1928. 

During the first semester of schoolwork, two short 
courses have been conducted at the College and two Hos- 
pital-Institute courses have been held, one at Buffalo, New 
York, and one at Detroit, Michigan. These have been so 
successful and have been followed by such an increasing 
demand for further work of the same kind, that the Col- 
lege has decided to repeat them during the winter, spring, 
and summer. 

From February 20 to March 2, a short course for 
physical-therapy technicians and X-ray technicians will be 
held at the Marquette University Hospital laboratories. 
These laboratories have been recently remodeled and 
equipped with the most modern apparatus. The courses 
in these two subjects are given by Mr. E. C. Jermain, Mr. 
G. W. Files and Mr. S. L. Osborne, with the assistance of 
the resident faculty. These will be repeated twice between 
January and June, the second course being given from 
April 9 to April 20, and the third from June 4 to June 15. 

Short courses for hospital administrators will also be 
conducted; one at the College during the two weeks from 


* March 19 to March 31, and one at Cincinnati, Ohio, from 


June 4 to June 16, just preceding the annual convention 
of the Catholic Hospital Association and the Hospital 
Clinical Congress which will be held in the Cincinnati 
Music Hall in that city. 

From June 25 to August 4, the regular summer 
courses in hospital administration will be repeated as they 
were last year. 

Plans are now being considered for holding two hos- 
pital-institute programs, one at St. Louis, Mo., and one 
at some other hospital center. The exact dates will be 
announced about February 1. 

The program for the physical-therapy and X-ray tech- 
nicians’ courses is as follows: 

X-ray Program 
Monday, 9 a. m. to 12 noon 


Registration and outline of equipment used by each class 
member. 
Monday, 2 p. m. to 5 p. m. 
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The three essentials—Euipment, technic, interpretation. 
Tuesday, 9 a. m. to 12 noon 

Outline of technical procedure based upon equipment available 
and condition of the patient. 
Tuesday, 2 p. m. to 5 p. m. 

Extremity technic. 
Wednesday, 9 a. m. to 12 noon 

Bucky-diaphragm group. 
Wednesday, 2 p. m. to 5 p. m. 

Bucky-diaphragm group. Head work (not sinuses). 
Thursday, 9 a. m. to 12 noon 

Sinuses and mastoids. 
Thursday, 2 p. m. to 5 p. m. 

Chest and heart group. 
Friday, 9 a. m. to 12 noon 

Gastrointestinal and gall bladder. 


Physical Therapy Program 


Monday, 9 a. m, to 12 noon 
Galvanism. Physics of t: 

Monday, 2 p. m. to 5 p. m. 
Galvanism. Clinical ay" 

Tuesday, 9 a. m, to 12 noon 


onergy. ° 


cation. 


Sinusoidal currents. Muscle physiology. 
Tuesday, 2 p. m. to 5 p. m. ; 
Sinusoidal currents. Muscle physiology. 


Wednesday, 9 a. m. to 12 noon 

Sinusoidal currents. Nature of sinusoidal currents. 
Wednesday, 2 p. m, to 5 p. m. 

Sinusoidal currents. Clinical application. 
Thursday, 9 a. m, to 12 noon 

High-frequency currents for the production of medical dia- 
thermy, surgical diathermy, autocondensation. 
Thursday, 2 p. m,. to 5 p. m. 

High-frequency currents for the production of vacuum and 
nonvacuum tube, indirect diathermy. 
Friday, 9 a. m. to 12 noon 


Light. Infra-red, visible light, ultra-violet. 
Friday, 2 p. m, to 5 p. m. 
Literature. 


Courses open only to X-ray and physical-therapy technicians. 
Registration reservations will be accepted in order of receipt. 
All classes limited to twenty-five students. 
Tuition fee $25.00 per student per course. 
For registration and any other information, write to: 

John R. Hughes, M. D., Dean, 
Administration, Milwaukee, Wisconsin. 


Short Course 
March 19 to March 31, 1928 


Monday, March 19, 1928 


College of Hospital 


9:00 to 10:30 

“What are the Most Important Things to Know About Your 
Hospital?” Rev. C. B. Moulinier, S.J., Regent, College of Hospi- 
tal Administration; President, Catholic Hospital Association of 
the United States and Canada. 
10:30 to 12:00 

‘Organization for Efficient Function.” Dr. 
Dean, College of Hospital Administration. 
1:00 to 2:00 

“The Modern Crusade for Art in the Hospitals.’ Miss Leah 
Lee Stimson, R.N., Professional Lecturer, College of Hospital 
Administration. 
2:00 to 3:00 

“Meeting the Official Visitor.” Dr. M. T. MacEachern, 
Director of Hospital Activities, American College of Surgeons. 
3:00 to 4:00 

Conference. Dr. M,. T. 


John R. Hughes, 


MacEachern. 


Tuesday, March 20, 1928 
9:00 to 10:30 
“Things to do and Things not to do in Monthly Staff Con- 


ference.” Rev. C. B. Moulinier, S.J. 
10:30 to 12:00 

“Keeping the 
Harmony.” Dr. John 
1:00 to 2:00 


Professional Side and the Business Side in 


R. Hughes. 


“The Sense of Service Reflected by Art in the Hospital.” 
Miss Leah Lee Stimson, R.N. 


2:00 to 3:00 


“Centralized Diet Control.”’ Mr. Asa Bacon, Supt., Presby- 
terian Hospital, Chicago. 
3:00 to 4:00 
Conference. Mr. Asa Bacon. 
Wednesday, March 21, 1928 
9:00 to 10:30 , — 
Application to Hospital Life. Rev. C. B 


“Ethics in its 

Moulinier, 8S. J. 

10:30 to 12:00 ? ta 
“Who Should be on a Hospital Staff. 


Dr. John R, Hughes. 


1:00 to 2:00 


“The Aesthetic and Healing Arts.” Miss Leah Lee Stim- 
son, R.N. 
2:00 to 4:00 


“Finance—Considerations of Finance and Accounting Systems 
for Hospitals.” Mr. M. R. Kneifl, Lecturer, College of Hospital 
Administration and College of Business Administration. 


Thursday, March 22, 1928 
9:00 to 10:30 


“The Small Hospital Medical Organization.” Dr. John R. 
Hughes. 
10:30 to 12:00 ; 

“Hospital Clinical Records.” Sr. M. Bernadine, Record 


Librarian, Marquette University Hospital. Lecturer, College of 


Hospital Administration. 
2:00 to 4:00 
“Finance.” 


Continued. Mr. M. R. Kneifl. 


Friday, March 23, 1928 
9:00 to 10:30 
“Small Hospital Staff Meetings.” 
10:30 to 12:00 
“Hospital Clinical Records.” 
2:00 to 4:00 
“Finance.” 


Dr. John R, Hughes. 
Concluded. Sr, M. Bernadine, 


Concluded. Mr. M. R. Kneifi. 
Saturday, March 24, 1928 


9:00 to 11:00 
General Round-Table Conference. Conducted by Rev. C. B. 
Moulinier, S.J. Assisted by Dr. John R. Hughes, Mr. M. R. 


Kneifl, and Sr. M. Bernadine. 
Monday, March 26, 1928 
9:00 to 10:30 


“How to Plan a Hospital.” Mr. M. A. Higgins, Assistant 
Professor, College of Hospital Administration. 


10:30 to 12:00 
“How to Know the Law of Hospitals.” 
Marquette University Law School. 
2:00 to 3:00 
“Control and Teachng in the School of Nursing.” Miss Adda 
Eldredge, Director of Nursing Education, Madison, Wisconsin. 
3:00 to 4:00 
Conference. 


Prof. Carl Zollman, 


Miss Adda Eldredge. 
Tuesday, March 27, 1928 
9:00 to 10:30 
“Beginning the Building Best.” 
10:30 to 12:00 
‘Sterilization 
2:00 to 3:00 
“Purchasing Systems for Hospitals.” 
Mt. Sinai Hospital, Milwaukee. 
3:00 to 4:00 
“Planning and Equipping the Radiological Department.” Mr. 
John MelIntosh, Milwaukee. 
Wednesday, March 28, 1928 


Mr. M. A. Higgins. 


Problems.”” Mr. M. T. Wyatt, Madison, Wis. 


Mr. L. C. Austin, Supt., 


9:00 to 10:30 
“Checking the Contractor.” 
10:30 to 12:00 
“The Hospital Physical-Therapy Department.” Dr. 
Hughes. 
2:00 to 3 200, 
“Purchasing 
3:00 to 4:00 
“Mental Tests—Their Application to Hospital Personnel and 
Hospital Patients.” Dr. W. M. Murphy, Professor Psychology, 
Marquette University. 


Mr. M. A. Higgins. 


John KR, 


Systems.” Continued. Mr. L. C. Austin. 


Thursday, March 29, 1928 
9:00 to 10:30 
“Completing the building.” Mr. M. A. 
10:30 to 12:00 
“Visual Education in 


Higgins. 


the Training of Nurses.” Miss M. E. 


Goodenough, Educational Director, Education Sereen. 
2:00 to 3:00 
“Purchasing.” Concluded. Mr. L. C. Austin. 


3:00 to 4:00 
“Religion in the Hospital.” Rev. E. F. Garesché, 
torial Director, Catholic Hospital Association. 


Friday, March 30, 1928 


S.J., Edi- 


9:00 to 10:30 

“Psychology: Its Application to Hespital Problems.” Mr. J. 
M. O'Gorman, Professor of Education, Marquette University. 
10:30 to 12:00 


“Economies of Planning and Equipping for Surgeries.” Mr. 
J. F. Gregoire, Professorial Lecturer, College cf Hospital Ad- 
ministration. 
2:00 to 4:00 

Round-Table Conference. Rev. C. B. Moulinier, S.J... Dr. 
John R. Hughes, Mr. M. R. Kneifl, Mr. M. A. Higgins, Mr. J. 
F. Gregoire. 

Saturday, March 31, 1928 

9:00 to 12:00 

Round-Table Conference concluded. 

The course is open to anyone interested. 

Tuition fee is $45.00 per student. 

Living expenses average about $10.00 per week. 

All lectures will be held at Marquette University, Lalumiere 


Hall, 131 Eleventh Street, Milwaukee, Wis. 


Address Communications to Dr. John R. Hughes, Dean. 


*. 
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Council Bluffs, Iowa, Hospital Opens Addition 

On December 12, the new wing of Mercy Hospital, 
Council Bluffs, Iowa, was solemnly dedicated by Rt. Rev. 
Bishop Drumm of Des Moines. High Mass “coram 
episcopo” was celebrated by Rt. Rev. Msgr. F. P. McManus, 
pastor of St. Francis Xavier’s Church and the Rt. Rev. 
Bishop preached the sermon, taking for his text, “The 
mercies of the Lord, I will sing forevermore.” Ps. 88. 

The bishop reviewed the foundation of the Sisters of 
Mercy by Mother Catherine McAuley and the history of 
the Order in Council Bluffs. The Sisters of Mercy came 
to Council Bluffs, 40 years ago. 

Following the services, a noon luncheon was served 
to the clergy and about 150 business and professional men. 
From 2 to 5 p.m. a public reception was held and guests 
were shown through the building. 

Sends Holiday Greeting 

Seasons greetings to the staff and coworkers of 
HOSPITAL PROGRESS. May 1928 be for the magazine 
a year productive in excellent results for all concerned.— 
Sister M. Wenceslaus, Providence Hospital, Oakland, Calif. 
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RIEDEL’S STRUMITIS 
William J. Tucker, M.D., and Michael A. Gertz, M.D., 
St. Joseph’s Hospital, Ashland, Wis. 

One of the most interesting types of thyroid enlarge- 
ments that has come to our attention recently, has been 
the type known as Riedel’s strumitis. The close resem- 
blance of this condition clinically to malignancy makes 
its recognition important as Riedel’s strumitis is very 
amendable to surgical treatment while carcinoma is not. 

This condition, when first seen, would give one the 
impression of malignancy due to its hard, diffuse con- 
sistency together with the pressure symptoms produced. 
It was first described by Riedel in 1896 as a “chronic 
inflammation of the thyroid gland leading to the formation 
of an iron-hard tumor.” The etiology of this disease is 
rather incomplete and whether it is a manifestation of 
some chronic foci of infection, or follows an acute infection 
is not known. There is no evidence which would point 
toward any involvement by tuberculosis, syphilis, or any 
other member of the infectious granulomata group. The 
macroscopical section of our specimen suggested involve- 
ment by a virus similar to that producing Hodgkin’s 
disease, according to the report of the pathologist. Bohan 
reported a case in which the enlargement disappeared 
after the removal of three teeth with apical abscesses, 
and assumed that focal infection was an etiological factor. 
This disease is apparently a rare condition, as a search 
of the literature revealed only 23 cases from 1896 to 1924. 
It usually occurs between the second and fourth decade 
of life and is most commonly found in males. 

The case under our observation is that of a man, 
age 48, who stated that he noticed a sudden swelling of 
his neck about six months ago, which had not at any 
time been tender or painful and had gradually increased 
in size, causing him considerable dyspnea and dysphagia 
with suffocative attacks particularly at night. His general 
health has been fairly good with no symptoms referable 
to the gastrointestinal, cardiac, genitourinary or nervous 
systems of any importance. There was no symptomatic 
evidence of any hypo- or hyperthyroidism although his 
basal metabolic rate was plus 34 per cent. The urine 
was essentially negative and a complete blood examina- 
tion showed a normal red and white count as well as a 
normal differential count. His thyroid gland presented 
a moderate enlargement which was of a stony-hard con- 
sistency and a preoperative diagnosis of malignancy was 
made. It was decided that a thyroidectomy be done and 
examination of the tissue was reported as_ Riedel’s 
strumitis. At operation the gland was found to be so 
markedly adherent to the surrounding cervical structures 
and especially so to the trachea, that it was at first 
deemed advisable not to attempt any, surgical procedure. 
Finally it was decided that its removal be undertaken 
and it was found necessary to make a longitudinal inci- 
sion through the gland proper in order to free the trachea. 
After the trachea was entirely free, the gland was shelled 
out on both sides with much difficulty. The characteristic 
feature of the tissue was its woodlike consistency and 
the remarkably small amount of bleeding. The danger 
of the operation lay in injuring the surrounding structures, 
especially the trachea. It was very probable had this 
patient presented himself earlier the operation would have 
been much less difficult and the danger brought to a 
minimum. 

Symptomatically, the patient is disturbed princinally 
by pressure symptoms. The diffuse hardness and indura- 
tion causes an interference with the functions of the neigh- 
boring structures. The slight dyspnea, which appears 
early may assume severe proportions when the trachea 
is compressed or distorted causing what is known as a 
“goiter asthma.” It may cause pressure on the blood 
vessels of the neck, thereby disturbing circulation and 
interfering with the equable return of the blood from the 
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heart and lungs. Pressure on nerves, especially the re- 
current laryngeal, may cause partial or complete paraly- 
sis of one or both vocal cords. Usually there are no 
symptoms pointing toward any metabolic disturbance and 
the patient otherwise enjoys fair health. 

Pathologically, the tumor is very hard and its con- 
sistency resembles cartilage. The cut section is opaque, 
yellowish and hard, due to the extreme degree of indura- 


tion. Because of its consistency and fixity to the sur- 
rounding structures it is very often diagnosed as 
malignancy. The early stage of this disease is “charac- 


terized by a diffuse round-cell inflitration and the 
formation of numerous lymph follicles with prominent 
germ centers. The cells of the inflitration are lympho- 
cytes, plasma cells, and some phagocytes, all lodged in 
a delicate reticulum of callogen fibrils and fibroblasts 
poorly supplied with blood. A variable number of acini 
are filled with colloid and lined by fairly normal cells, 
but in the majority the vesicular structure is lost. Cellu- 
lar degeneration proceeds simultaneously with hyperplasia 
and the debris is removed by phagocytosis. Fibrosis 
appears as glandular destruction progresses.” Extra 
capsular extension is present histologically before it is 
recognizable clinically. It is densely fibrotic and forms 
adhesions to the vessels, trachea, nerves, and muscles 
and tends to infiltrate these tissues. There is no evidence 
of malignancy microscopically. 

The treatment of this disease is surgical. Cure has 
been effected by complete thyroidectomy. Resection of 
a small part of the tumor has been followed by resolution 
of the remaining portion in a number of cases reported 
in the literature. Removal of the gland is not difficult 
when the disease is limited to the gland proper, but there 
frequently develops extra-thyroidal lesions whereby the 
gland becomes markedly adherent to the surrounding 
structures, and makes the operation difficult and danger- 
ous, the success depending upon the judgment of the 
operator in not damaging the cervical structures. 

X-Ray and radium therapy has been used with vari- 
able results, some men reporting favorably while others 
report failures. Although there is no definite proof of 
any etiological relationship between oral infection and 
this disease, it appears highly suggestive that a relation- 
ship might exist, and the eradication of foci of infection 
within the mouth is indicated in addition to the removal 
of the diseased tissue. 

Summary 

1. Riedel’s strumitis is a rather rare condition. 

2. It is usually characterized by symptoms of 
dyspnea, dysphagis, etc., with usually no evidence of hypo- 
or hyperthyroidism. 

3. Riedel’s strumitis is very easily confused with 
malignancy clinically and should always be kept in mind 
when one is confronted with a diffuse hard enlargement 
of the thyroid gland. 

4. Treatment of Riedel’s strumitis consists in the 
surgical removal of the gland and the earlier it is carried 
out the less difficult the operation and the lower the 
mortality. 

fe 
Select Staff for New Hospital 

The new St. Catherine Hospital, East Chicago, IIL., 
is practically completed and will be opened in two or 
three months. A number of doctors, parishes, societies, 
and individuais have agreed to outfit the rooms and many 
contributions have been received for the hospital. Recently 
a group of 50 physicians, doctors, and surgeons largely 
from East Chicago, but including several from Indiana 
Harbor, Whiting, Gary, and Hammond, perfected a general 
staff organization for the 250-bed hospital. The new hospi- 
tal will be departmentalized along the same lines as the 
system chosen by Mercy Hospital at Gary. It will also 
have the same by-laws as a working basis. Dr. D. F. 
McGuire of Indiana Harbor was elected president of the 
general staff; Dr. R. P. Hale, East Chicago, vice-presi- 
dent; Dr. J. A. Teegarten, of Indiana Harbor, secretary; 
and Dr. B. Turbow, of Indiana Harbor, as treasurer. 

Heads of the four departments into which the hospi- 
tal is to be divided ‘were also elected. Dr. A. G. Schleiker, 
East Chicago, is chairman of the surgery department. 
The department of general medicine will have as chair- 
man, Dr. J. A. McCarthy of Whiting; the department of 
obstetrics and gynecology, Dr. G. F. Bicknell, East 
Chicago; while the eye, ear, nose and throat department 
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will be under the direction of Dr. S. M. Shanklin of 
Hammond. One Gary physician was elected to serve on 
the executive staff, Dr. Paul H. Dietrich, diagnostician 
and pathologist at Mercy Hospital. 

American Board of Otolaryngology. On Sept. 12, an 
examination was held in Detroit, Mich., during the session 
of the American Academy of Ophthalmology and Oto- 
laryngology. One hundred and two applicants appeared 
for examination, with .107 per cent failures. On Nov. 14, 
an examination was held in Memphis, Tenn., preceding 
the session of the Southern Medical Association, with 
.127 ver cent failures. During the past year 369 applicants 
have been examined. For 1928, examinations will be held 
in Minneapolis, Minn., at the session of the American 
Medical Association, and in St. Louis, Mo., on Oct. 15, 
during the meeting of the American Academy of Oph- 
thalmology and Otolaryngology. Prospective applicants for 
certificates should address the Secretary, Dr. W. P. 
Wherry, 1500 Medical Arts Bldg., Omaha, Nebr., for 
proper application blanks. 

Aids Government Officials. Dr. F. K. Lam, a young 
Chinese graduate of the school of medicine of St. Louis 
University, by demonstrating the nature of clonorchiasis 
to the U. S. public health service, has caused the removal 
of troublesome restrictions on residents of the United 
States and the Hawaiian Islands who sought readmission 
while suffering from the disease. 

Dinner for the Staff. On Nov. 2, St. Mary’s Hospital, 
Grand Rapids, Mich., varied a little from the regular 
routine of staff meetings. Instead of the usual midday 
luncheon which precedes the staff business for the month, 
the doctors and their wives partook of a 6:30 dinner 
served in the nurses’ dining room. After dinner the 
doctors repaired to the staffroom for their meeting while 
the ladies accompanied by the Sisters inspected the hospi- 
tal. The executives present besides Rev. John N. West- 
dorp, diocesan director of hospitals, were Dr. V. M. Moore, 
chief of staff; Dr. William A. Hyland, chairman, executive 
committee; Dr. John M. Whalen, staff secretary; Dr. P. 
L. Thompson, chief of surgical department; Dr. Carl P. 
Snapp, chief of ear, nose, and throat department; Dr. 
Alexander M. Martin, chief of obstetrical department; 
Dr. E. B. Anderson, chief of clinic; Dr. E. W. Vis, chief of 
medical department; and Dr. G. L. Bond, chief of interns. 

Appoints New Dean. Rev. Charles H. Cloud, S.J., 
president of St. Louis University has appointed Rev. 
Alphonse M. Schwitalla, S.J., to the position of dean of the 
school of medicine. Don R. Joseph, M.D., formerly vice- 
dean of the medical school becomes associate dean. 

Father Schwitalla received his Ph.D. from Johns 
Hopkins University in 1921 and was then appointed asso- 
ciate professor of biology at St. Louis University. He 
is a regent of the school of medicine and for the past 
two years has been director of the department of biology. 
Dr. Joseph has been professor and director of the depart- 
ment of physiology and vice-dean of the medical school. 


A. C. S. Meets at Duluth. The American College of 
Surgeons held a sectional meeting at Duluth, Minn., on 
Nov. 17 and 18. There were present representatives from 
Manitoba, North and South Dakota, and Minnesota. 
Round-table conferences were held at St. Mary’s Hospital 
with Dr. M. T. MacEachern, director of hospital activities 
of the A. C. S. presiding. Nov. 18 was set aside for 
visiting local hospitals and St. Mary’s Hospital arranged 
a few demonstrations of the best features of the institu- 
tion. A very distinguished guest, Rev. C. B. Moulinier, 
SJ., president of the Catholic Hospital Association of 
the United States and Canada, also attended the meeting 
of the A. C. S. and visited St. Mary’s Hospital at this time. 
A formal tea was served in the library later in the after- 
noon. 

Hospital Staff Meeting. The Providence Hospital 
staff, Beaver Falls, Pa., met for its final meeting for the 
year 1927 at the hospital on Dec. 21. Routine business 
was discussed followed by the election of staff officers: 
Pres. Dr. H. B. Mead, New Brighton; Vice-Pres., Dr. L. L. 
McCormick, Beaver Falls; Sec’y, Dr. G. R. Boyd. The 
management thanked all members of the staff for their 
cooperation during the past year. After the business 
meeting the doctors adjourned to the dining room where 
dinner was served. 

Chief of Staff Resigns. Dr. A. S. Musante after 20 
years of service with St. Joseph’s Hospital, San Francisco, 
Calif., resigned as chief of the staff and a member of the 
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surgical division to engage in private practice only. He 
has been head of the doctors’ staff since 1920. 

Doctor Studies Light-Ray Therapy. Dr. Theodore D. 
Burger, a member of the school board in Spokane, Wash., 
returned recently from San Francisco, where he studied 
light-ray therapy. He is now installing a treatment room 
in his offices in the Paulsen building. Dr. Burger became 
interested in light therapy after successfully using the 
equipment at the Deaconess Hospital. He attended clinics 
at the University of California, Leland Stanford, Marine, 
and Letterman hospitals at Los Angeles. 

Surgical Hospital No. 36 of the Reserve, known as the 
St. Joseph Hospital Unit, has been assigned to St. Joseph’s 
Hospital, with Lieut. Col. P. C. Traver, medical reserve, 
as commanding officer, and Major Harry Boyd-Snee, medi- 
cal reserve, as chief of surgical service. This unit con- 
sists of twenty officers, fifteen medical officers, three ad- 
ministrative, one dentist, and one chaplain with an enlisted 
personnel of ninety. 

The percentage of post-mortem examinations has 
shown a considerable increase in the last four months. 
The figures are as follows: January, 20 per cent; Febru- 
ary, 39 per cent; March, 50 per cent; and April, 66 per 
cent. 

Closes Carotid Arteries. An unusual surgical case 
handled recently at Our Lady of Lourdes Hospital, Hot 
Springs, S. Dak., was that of a resident of Gordon, Nebr., 
who was to be treated with radium for cancer of the 
tongue. Before punctures could be safely made by the 
radium needle it was necessary to tie both the right and 
the left external carotid arteries, a very delicate process. 
It was entirely successful, under Dr. P. T. Geyerman, and 
the radium treatment made possible. 

Unveils Painting of Walter Reid. A _ painting of 
Walter Reid has been unveiled at the George Washington 
University Medical School at Washington, D. C. Walter 
Reid, whose work in connection with the conquering of 
yellow fever was one of the outstanding achievements in 
the field of medicine in the nineteenth century, was at 
the time of these discoveries, a member of the faculty of 
the George Washington University Medical School. 

Rename Staff Heads. Recently at a business meet- 
ing at St. Joseph’s Hospital, Sioux City, Iowa, all officers 
of the hospital were reelected. Following the meeting a 7 
o’clock dinner was served in the hospital at which mem- 
bers of the staff were guests of the Sisters of Mercy. Dr. 
A. C. Starry is president, Dr. T. R. Gittins, vice-president, 
and Dr. E. E. Morgan secretary and treasurer. Autumnal 
colors decorated the dining room and music was furnished 
by the student nurses’ orchestra. Covers were laid for 48 
guests. Dr. J. F. Taylor, president of St. Vincent’s Hos- 
pital staff, Dr. C. R. Watkins, president of the Methodist 
Hospital staff, and Dr. F. W. Sallander, president of the 
Lutheran Hospital staff, were guests of honor at the 
meeting. 

A Rare Man 

“He’s the most remarkable man I ever knew.” 

“You said it, bo. Why that bird can go into a sick 
room and think of something to talk about besides the 
number of people who have died with what the patient is 
suffering from. 

Cause Enough 

An Irishman coming out of ether in the ward after an 
operation, exclaimed audibly: 

“Thank God! That’s over!” 

“Don’t be too gure,” said the man in the next bed. 
“They left a sponge in me and had to cut me open again.” 
And the patient on the other side said, “Why, they had to 
open me, too, to find one of their instruments.” 

Just then the surgeon who had operated on the Irish- 
man stuck his head in the door and yelled. “Has anybody 
seen my hat?” 

Pat fainted. 

Get the Hatchet 

In a certain suburb there is a cottage, the door of 
which must be raised a little to be opened, and for this 
purpose a hatchet is generally used. One night a knock 
_ at the door and a youngster was sent to see who was 
there. 

“Who is it?” inquired the boy. 

“It’s me,” said a voice outside. 

The youngster, recognizing the voice, shouted back, 
“It’s Mrs. Murphy; get the hatchet.” 

Mrs. Murphy didn’t wait. 

Her Future Occupation 

A visitor said to a little girl: “And what will you 
do, my dear, when you are as big as your mother?” 

“Diet,” said the modern child.—Boston Transcript. 





